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| ea PULMONARY VALVULOTOMY FOR THE RELIEF OF % 
tag? ; 
Probab CONGENITAL {PULMONARY STENOSIS "aa 
REPORT OF THREE CASES 
hay-fevey BY 
ears, atte 
1 fregu R. C. BROCK, M.S., F.R.C.S. 
tions ha - Surgeon to Guy’s Hospital 
t the hay 
al m—§ The surgery of the heart may be said to have begun in The most sustained effort to solve the problem of. relief 
2 eal 1896 when Rehn (1897) first successfully sutured a wound of valvular stenosis by direct attack on the valves was made 
led. of the heart. Until a short time before this a semi-mystical, by Cutler and his associates (Cutler and Beck, 1929) ; they 
mediaeval attitude prevailed in relation to the heart, which used a tenotome in their first three cases and a cardio- 
vest trea “2S generally thought to be untouchable surgically. Thus valvulotome in four others. Their first patient survived 
the ange even as late as 1883 Billroth declared that the surgeon who four and a half years and was thought to have been 
should kg attempted to suture a wound of the heart would lose the improved; six other patients died soon after operation, 
be usm respect of his colleagues. Rehn’s epoch-making operation as also did single cases reported by Allen and Graham 
or min™ demonstrated conclusively that the heart of man was, (1922) and Pribram (1926). 
at nom in some measure at any rate, tolerant of interference. These early efforts were succeeded by a long period of 
- ape Surgeons were quick to profit by this lesson, so that within inaction, and in the minds of many these operations of 
ent i %# ten years Rehn was able to collect reports from the literature a quarter of a century ago seem to have proved that direct 
of 124 cases of a wound of the heart treated by suture. surgical attack on the diseased valves of thé heart is too 
The early promise of the development of direct cardiac dangerous to be practicable. 
ch blo SUTBETY engendered by Rehn’s success was not fulfilled ; Now, we must remember that these attempts were indeed 
"9 development there has been, but most of the progress has _ made nearly a quarter of a century ago. Since that time there 
issocinla bee by indirect methods. Operations have been conducted have been great advances in surgery and anaesthesia. Enor- 





upon the surface of the heart and upon the great vessels 






the actual substance or internal structure of the heart except 
for injury or removal of retained foreign bodies. 


















J. Ame The successful ligation of the patent ductus arteriosus 
the blow’ by Gross and Hubbard (1939) and resection of aortic coarc- 
Stehile (% tion by Crafoord and Nylin (1945) were followed by the 
0d pH brilliant work of Blalock and Taussig (1945) in the treat- 
ading ment of morbus caeruleus. By anastomosing a systemic 
For ti 2 tery to the pulmonary artery Blalock was able to relieve 
he blow CYanosis in those cases of “ blue babies ” in which an inade- 
quate supply of blood was going to the lungs—usually those 
in which a pulmonary stenosis was present. Even this care- 
fully thought out and brilliantly executed operation, which 
s has brought relief to so many hundreds of sufferers other- 
r. Jum Wise doomed to disability and death, is an indirect opera- 
is seem tion and not a direct one upon the substance or structure 
rming § of the heart itself. It is in the nature of a by-passing opera- 
ae .m tion to avoid the stenotic zone. 
‘orming 
" Earlier Operations for Valvular Stenosis 
In 1913 Doyen tried to divide what was thought to be a 
2 stenosed valve in a patient aged 20 suffering from pulmon- 





ary stenosis. He did this by introducing a small tenotomy 
knife into the right ventricle ; the patient died several hours 
later, and necropsy showed that a subvalvular rather than 
a valvular stenosis existed. About the same time Tuffier 
(1913) dilated a stenosed aortic valve with his finger by 
invaginating the wall of the aorta, but he did not open the 
heart or the aorta; the patient was said to be improved. 
Souttar (1925) used a method of direct digital dilatation of 
the mitral valve and his patient survived, although it appears 
from the case report that no true mitral stenosis was present. 













near the heart, but very few indeed have been done upon. 


mous developments have been made in the whole field of 
intrathoracic surgical technique ; great strides have been 
made in pre-operative and in post-operative care, particu- 
larly in regard to blood transfusion and oxygen administra- 
tion ; and, more recently still, chemotherapy has heralded a 
new era. With our present knowledge and experience of 
intrathoracic operations we can understand the difficulties in 
the way of these early pioneers. It is no discredit to them 
that they did not succeed ; they deserve only the greatest 
credit and recognition for their courageous efforts. At the 
same time it is important to realize that this accumulated ex- 
perience and development of the last 25 years has entirely 
altered the prospects of success, and he would be blind who 
did not realize that the time has now come to try the matter 
again. When one examines the heart post mortem in 
patients dying of valvular disease and contemplates the 
minute size of the orifice through which the whole life- 
blood of the body has to be forced it is impossible not to 
feel that this simple mechanical obstruction must be capable 
of relief by surgery. The relief of such mechanical derange- 
ments is one of the oldest functions of surgery, and surgery 
is wanting in some part until it has been able to relieve 
cardiac valvular stenosis. It should require no special 
imagination to grasp this—even a student in training could 
postulate it. 

Objections continue to be raised that even if the stenosed 
valve is successfully dealt with the secondary alterations in 
cardiovascular mechanics may prove disabling or fatal. 
This is no fundamental objection to the operation ; it is 
merely a potential difficulty that has to be assessed or over- 
come. By timorous meditation we arouse fear and post- 
pone success. Meditation and planning are essential, but 
in such circumstances as this, faced with a problem beset 
with so many and obvious hazards, the first step must be to 
4562 
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assess the essentials. The essential fundamental is the 
stenosed valve which holds up the passage of blood ; the 
relief of this stenosis must be the ideal to ‘be aimed at. 
Relief by indirect methods has its place and may prove 
ultimately to be the wisest and best course to adopt, but 
until proved otherwise, relief by direct attack must be our 
goal. 

The day must surely come when direct operations upon 
the substance and structure of the heart will be as firmly 


n the lungs, brain, and other major systems and viscera 
for so long defeated our efforts. There can be little 
doubt that there will be fundamental changes in technique, 


x established and as successfully conducted as operations 


such as possibly those associated with temporary discon-’ 


tinuance of the circulation through the heart while it is 


» being operated upon. In the meantime we must attack the 


problem and begin the development of a technique for 
intracardiac operations, for unless begun the task can never 
proceed. 

It is with this justification, therefore, that I record three 
cases in which a direct operation was performed upon the 
pulmonary valves in an attempt to relieve a pulmonary 
stenosis ; these three patients are alive and their cardiac 
condition has been improved. It is not suggested that these 
three cases provide the solution to the problem, but they 
would appear to be of sufficient importance to deserve 
description at this time. So far as I know, apart from 
the earlier attempts mentioned above, they are the only 
recorded examples of successful direct operations upon the 
heart to relieve disease within the heart, apart from the 
repair of injuries and the removal of foreign bodies. 

I am indebted to my cardiological colleague, Dr. Maurice 
Campbell, for his unstinted enthusiasm, co-operation, and 
medical and moral support in this most difficult venture ; 
the selection of suitable cases would not have been possible 
without his knowledge, skill, and partnership. 


The Problem of Congenital Pulmonary Sterosis 

The postulate of the Blalock—Taussig or “ blue-baby ” 
operation is that an inadequate supply of blood is going 
to the lungs and that by joining a systemic artery to the 
right or left pulmonary artery an additional amount of 
blood can be delivered to the lungs for oxygenation. The 
stenosed area is thus by-passed. The immediate results of 
this operation can be dramatically successful and can usually 
be described as excellent. It is so far not possible to assess 
the late results, since Blalock’s first Operation was done 
only as recently as November, 1944. Two possible draw- 
backs to the procedure immediately suggest themselves. 
First, that the fistulous communication may not grow 
pari passu with the child and thus will prove ineffective in 
later years: observations upon growing animals and upon 
patients dying after several years should provide the answer 
to this. Secondly, an arteriovenous leak or artificial ductus 
arteriosus is created—a condition for the relief of which, 
when it occurs as a congenital maldevelopment, an opera- 
tion has been considered necessary. To this objection 
Blalock rightly replies that the fear of complications in the 
future is no justification for allowing a patient to die of 
anoxaemia in the present ; he also believes that the existence 
of the patent interventricular septum, which is present in 
most of these patients as a part of the tetralogy of Fallot, 
may modify the usual drawbacks that a patent ductus 
arteriosus entails. 

The relief of the obstruction .itself by direct operation 
would certainly answer the second and greatest objection: 
an increased supply of blood would be provided to the 
lungs without the disadvantages of an arteriovenous leak 
and the doubtful ultimate prognosis that this condition 
carries. © 


‘from direct cardiac examination. 


It is usually stated that the stenosis in these cases 
almost invariably subvalvular or infundibular and is 
fore not amenable to relief. In fact this is not so ; a ppp. 
portion of cases of Fallot’s tetralogy have a valvulg 
stenosis either with or without a subvalvular stenog. 
in addition a further proportion of casé of morbus 
caeruleus occur in which a pure pulmonary valvul 
stenosis is present. It is not as yet possible to state 
with certainty the exact proportion of cases in which q 
valvular or diaphragmatic type of stenosis exists; there 
can be no doubt, from my observations so far, that the ing). 
dence is far higher than has been supposed. Investigation, 
are proceeding to decide this more exactly. 


When a valvular stenosis exists it is of a diaphragmatic 
nature ; the fused valves form, as it were, a septum which 
in time, as the patient gets older, is forced by the bloog 
stream into a nipple-like projection with a tiny hole in its 
summit. It projects into the pulmonary artery much as the 
cervix projects into the vagina. Its formation and struc. 
ture show at a glance that it is eminently suitable for 
relief by division ; moreover, a much larger hole could be 
made in a very short time, in exactly the right place, than 
is possible with the Blalock operation, in which a long ang 
tedious dissection is necessary to secure a systemic artery 
of adequate size. 

Before attempting to relieve a valvular stenosis it js 
clearly desirable first to diagnose its presence. This diag. 
nosis should consist of a pre-operative assessment by clini- 
cal and various accessory methods and an actual final 
assessment at operation. This is not the place to enlarge 
upon the problem of pre-operative diagnosis, which will be 
dealt with in a later communication. _ 

A great deal can be learned at operation, although 
experience is as yet too limited for dogmatism. Time and 
further experience can alone provide greater efficiency. At 
present it must suffice to say that much can be learned 


Direct Cardiac Examination at Operation 


One disadvantage of the Blalock operation, especially if 
it is done from the right-hand side, is that only very limited 
examination of the heart is made. In most cases. all that 
is done is that the great vessels are exposed, dissected free, 
and an anastomosis performed. The completeness of the 
pre-operative diagnosis can only be assumed, unless the 
patient dies and the heart can be inspected. 


Clearly the best way to assess the state of the valves is 
to inspect them under direct vision. This formed the first 
problem that was dealt with. A cardioscope to allow 
inspection of the interior of the heart was designed and 
described by Allen and Graham (1922); the principle of 
contact visualization is used in which the blood is displaced 
and the instrument rests directly upon the structure to be 
viewed. Using an operating cardioscope constructed for 
me by Mr. Schrantz, of the Genito-Urinary Manufacturing 
Company, with his usual superb skill, I have made a number 
of direct inspections in living patients. 


One problem is the route of cardioscopy. Passage of 
the instrument through the ventricular wall has such 
apparent disadvantages that an alternative was sought 
Study of the anatomy suggested the possibility of using 
the left pulmonary artery, for this structure normally forms 
an almost direct line with the main pulmonary trunk and 
provides a direct route to the valves. Left pneumonectomy 
provided éxcellent opportunities to test this, and it was 
shown to be a practical procedure. The instrument could 
be passed without difficulty and the valves inspected, 
although the vision in a normal patient is naturally limited 
by the constant movement of the cusps. 
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The first patient with congenital pulmonary stenosis, a young 
man of 17, was operated upon in May, 1947. The chest was 
opened through a left postero-lateral incison, as this approach 
is necessary in order to introduce the straight instrument into 
the heart. The valves were inspected and were seen to be 
normal ; the stenosis was cleatly subvalvular. A Blalock opera- 
tion was performed by anastomosing the left subclavian artery 
to the left pulmonary artery, using the hole made for the 
passage of the cardioscope. The whole procedure meant that 
the pulmonary artery was occluded for a very much longer time 
than is usual in the Blalock operation, and this was largely 
responsible for the patient’s death 12 hours later. Necropsy 
confirmed the presence of a Fallot’s tetralogy with a severe 
infundibular stenosis and normal valves. 

The next patient, a girl of 19, sent to me by Dr. East, was 
diagnosed pre-operatively as having a pure pulmonary valvular 
stenosis ; the heart was very large, chiefly due to hypertrophy 
of the right ventricle. At operation in November, 1947, the 
left pulmonary artery was found to be very small and, owing 
to the great size of the right ventricle, which had caused gross 
dilatation, it arose from the main trunk at a right-angle so that 
it was not possible to pass the cardioscope. Neither was it 
possible to perform a Blalock operation. No ill effect followed 
the operation. The patient died of heart failure several months 
later and, most unfortunately, no post-mortem examination 
could be made. 

A third patient, a girl aged 20, had severe pulmonary stenosis, 
which was diagnosed clinically as being of a pure valvular type. 


She had had several attacks of heart failure, had gross albu-: 


minuria and oedema, and had a very large heart. She was 
considered unsuitable for operation, but at the express entreaty 
of herself, her parents, and her doctor it was agreed to make 
the attempt. A left postero-lateral thoracotomy was done, the 


» pericardium was opened to permit more direct examination of 


the heart as in the other cases, and a confident diagnosis of 
valvular stenosis was made. A short pause was made while 
the operating cardioscope was assembled, and when one turned 
again to the heart it was found to have stopped. It was even- 
tually started again by massage and injection of adrenaline, but 
gradually failed again. It was again revived and again began 
to fail. .It was decided to perform cardioscopy : the instrument 
was passed and the presence of a diaphragmatic valvular obstruc- 
tion of characteristic nipple-like shape was easily observed. 
The heart, however, had again stopped and could not be 
revived: Necropsy confirmed a pure valvular stenosis with an 
almost pin-hole orifice of such minute size that it was astonish- 
ing that she could have supported life for so many years ; very 
gross hepatic cirrhosis was present from back-pressure ; the 
kidneys showed similar gross changes from chronic passive 
congestion. 


From the experience of these cases, and in particular of 
the last one, it was felt that the approach through the left 
pulmonary artery was unsatisfactory, or at any. rate was 
sufficiently unsatisfactory to be discarded for the time being 
in order to assay the ventricular route. It is clear that in 
certain of these patients with a valvular stenosis occlusion 
of the left pulmonary artery for even a short time may not 
be tolerated ; in addition it was felt that the conical shape 
of the valve made rapid and precise division from above 
uncertain. These experiences with three patients had 
shown, however, that it was possible to diagnose pulmon- 
ary valvular stenosis with some degree of confidence at 
operation. 

In addition to direct inspection of the valves much other 
valuable and significant information can be obtained by 
direct critical external examination of ,the heart. Even 
before the pericardium is opened a tentative diagnosis can 
be made. When a valvular stenosis is present the stem 
of the pulmonary artery immediately distal to the obstruc- 
tion is often dilated and forms a thin-walled aneurysm-like 
bulge ; this can be seen through the intact pericardium 
and a thrill of characteristic nature can be readily felt. If 
the pericardium is opened a much more useful examination 
can be made. The sac should be incised longitudinally for 


some 5-8 cm. just anterior to the phrenic nerve, and by 
means of an additional transverse incision at each end a 
flap is turned forwards; by grasping the corners of this 
flap with haemostats it is also possible to manipulate the 
heart. Attention should first be directed to the region of 
the sinuses of Valsalva ; if the sinuses are present and fully 
formed it is almost certain that the valve cusps are normal. 
Conversely, when a valvular stenosis is present there is 
either a continuous collar of dilated artery just above the 
valve-level, or the artery shows a larger, aneurysm-like 
dilatation resembling the bulb-like swelling of a young 
onion. The lesser degree of dilatation is usually associated 
with a smaller pulmonary artery of lower tension, and I 
suspect that it implies the existence of a subvalvular stenosis 
as well, although as yet insufficient observations have been 
made to confirm this. The greater degree of dilatation 
suggests a more powerful jet of blood coming through the 
stenosis. Palpation of the first part of the artery is most 
suggestive of this ; the thrill is quite characteristic, and is 
of a fine high-pitched frequency, very strictly localized at 
a level just above the origin of the artery, and, most signi- 
ficant of all, can actually be felt to be extremely localized 
within the central portion of the lumen. Indeed, it feels 
as if it were caused by a thin but very powerful jet of fluid 
being forced through a tiny hole ; and this is exactly how 
it is formed. If the thin-walled dilated artery is gently 
compressed between the fingers the precise, localized nature 
of the thrill becomes more obvious, and it is even possible 
to feel the conical valve momentarily between each heart- 
beat. If the finger is now passed down on to the surface 
of the right ventricle it will be found that the fine, purring 
thrill rapidly fades. 

When a subvalvular stenosis is present no such character- 
istic localized thrill is felt in the first part of the pulmonary 
artery. The thrill is coarser, as if of a lower frequency, 
and although it can be felt by a finger placed on the artery 
this is because it is conducted towards it; it is felt more 
strongly just below the level of the valves, and altogether 
its localization is less precise; it is felt over a somewhat 
wider area. The infundibulum may also present as a 


‘thin-walled, aneurysm-like dilatation with a coarse thrill: 


palpable at its base and conducted distally along the 
pulmonary arteries. Further information should be obtain- 
able by means of direct pressure readings at different levels, 
but so far this has not been done successfully on the 
unoperfed heart. . 


Direct external examination of the heart in this way, 
coupled with pre-operative assessment, should provide 
enough information to decide whether a valvular stenosis 
exists. 

The final observation should be direct valvuloscopy 
through the wall of the ventricle, and it is intended to do 
this. . It had been planned in the three cases next to be de- 
scribed, but at the actual operation it was felt to be wiser 
to omit it, chiefly on account of the uncertainty of how 
the heart would tolerate the extra manceuvre. It is, after 
all, a serious and anxious step to perform a cardiotomy, 
and until one is more familiar with what these abnormal 
hearts. will tolerate in the; way of manipulation and inter- 
ference it seems wiser to proceed cautiously step by step. 
With an operation of this sort one makes certain plans 
beforehand, but in the tension of the most critical phase 
of the operation it may be found easier not to attempt too 
much. It is nevertheless definitely desirable to include 
direct cardioscopy in the operative assessment. 

Although the cardioscope is provided with a cutting 
knife which can be advanced under direct vision it was 
decided to use a special valvulotome for division of the 
stenosed valve in these first cases. This enables the stenosis 
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to be located and divided almost instantaneously, whereas 
the operating cardioscope might well entail considerable 
fumbling and uncertainty. The valvulotome used has a 
gently curved shaft ending in a blade shaped like a spear- 
head and carrying a short probe-end; the two edges 
proximal to the probe-end are cutting ; the shoulders and 
the retreating edges are blunt. This instrument was also 
made for me by Mr. Schrantz. A pair of gently curved 
dilating forceps with fine blades, rather like a curved sinus 
forceps, are also used after the valvulotome. 


Case 1 


Miss D. N., aged 18, had been cyanosed from birth. 
She walked and talked at a normal age, but always had 
great disability in getting about, and during the winter could 
not walk at all outside the house ; in the summer, unless it was 
too hot, she could sometimes walk as much as 200 to 300 yards, 
although in recent years she could rarely manage more than 50 
yards. She squatted as soon as she learnt to walk, and con- 
tinued the habit when older, although her mother tried to stop 
it. She found that nothing relieved her discomfort so quickly 
after walking, and needed to do this in the x-ray room after 
feeling exhausted when standing up for screening. 

Her cyanosis was fairly severe, Grade III, though it did get 
less with complete rest on a warm day. It would get worse with 
emotion as well as with exertion, and was changed greatly by 
a minor effort like undressing. The nails showed Grade III 
clubbing. She had fairly severe cyanotic attacks as a child 
after feeding ; and at 15 she spent a period of many months in 
bed, when her colour was exceptionally bad and her doctor 
thought she was not likely to survive. 

The heart was not enlarged; there was a rough systolic 
murmur down the left side, loudest in the pulmonary area, 
and a faint systolic thrill; the pulmonary second sound was 
faint. Screening showed clear lung fields, a left-sided aorta, 
and_no increased pulsation in ithe lung roots ; the heart was not 
generally enlarged. Electrocardiograms revealed extreme right 
ventricular preponderance. Blood pressure was 110/85. A 
blood count showed : red cells, 7,400,000 ;, Hb, 127%. The 
arterial oxygen saturation at rest (Dr. Zak) was 90.9%. 

A diagnosis of Fallot’s tetralogy was made, 


Operation (Feb. 16, 1948) 


Intratracheal cyclopropane was given by Dr. E. H. Rink, and 
an intravenous infusion of plasma (one bottle) was administered. 
A left inframammary incision was made and the chest was 
opened through the second left interspace with division of the 
second costal cartilage ; many colla vessels were met with. 
As soon as the chest was opene e heart’s action becdme very 
feeble and slow—less than 50 ;'the general condition was poor 
and gave considerable anxiety. The left pulmonary artery was 
small, thin-walled. and of low tension, and the anaesthetist felt 
that the patient would not tolerate its occlusion for a Blalock 
operation. 

Palpation of the pulmonary artery area revealed a thrill 
suggestive of a valvular stenosis. The pericardium was opened 
and the pulmonary artery was seen to be slightly dilated in its 
first part and showed no sinuses of Valsalva. The thrill was 
of a jetlike character and was situated exactly in the position 
of the pulmonary valves ; moreover, what appeared to be a 
conical valve could be felt through the vessel, wall. No thrill 
could be felt lower down. It was decided to perform 
valvulotomy. 

Two rows of three interlocking mattress sutures of linen 
thread were inserted in the wall of the right ventricle, which 
was then incised between them ; the pressure within the ventricle 
was 24 cm. of saline. The wall was 1.25 cm. thick. The 
mattress sutures were crossed and held by an assistant so as 
to control haemorrhage from the incision. The curved valvulo- 
tome was inserted and passed effortlessly into the pulmonary 
artery ; a dilating forceps was then passed and opened fully. 
Very little blood was lost. The heart wound was closed by two 
linen-thread mattress sutures and the pericardium sewn to it: 
the heart was frequently moistened with 1% procaine solution 
throughout the operation. 


The thrill persisted, but its character changed from a fine jet 
like nature to a coarser one of lower frequency ; the pulse-wayg 


could be clearly seen within the pulmonary artery. The colour 
was poor at the end of the operation in spite of a goog 
respiratory exchange. 


Post-operative Course 


The patient’s condition was grave after the operation and her 


colour was bad even with oxygen. She showed little improve 
ment until Feb. 20, when her colour was better and her blood 
pressure had slowly risen to 120/80. The heart was very large 
on Feb. 18, suggesting grave dilatation, possibly due to profound 
alteration in mechanics ; it was much smaller by Feb. 21 and 
her colour had improved further. A systolic murmur could stil] 
be heard. 

She made steady improvement as regards her heart, but on 
the evening of Feb: 24 she complained of sudden severe pain 
in both legs with loss of movement and sensation. Unfor- 
tunately the full significance of this was not appreciated, and | 
was not informed until more than 24 hours later. By this time 
the right leg had impgoved, but the left leg was cold, pulseless, 
pale, painful, and insensitive. It was clear that an arterial 
occlusion was present, probably embolic, but it was considered 
to’ be too late to justify exploration. Further improvement 
occurred in the legs, and all peripheral pulses could be felt on 
the right but not on the left. Two or three superficial ulcers 
appeared around the left ankle; these have since healed. The 
condition of the legs delayed her getting up, but her colour 
remained good except for occasional mild cyanosis with emotion 
and when she first began to get out of bed. She was allowed 
home on March 18, at which time_her red cell count was 
6,200,000, Hb 119%, and arterial oxygen saturation 79.6%. ' 

She was seen on April 10 and had made good progress, 
There was no cyanosis, the finger-nails were pink, and she 
walked about the room without dyspnoea although-there was a 
slight suggestion of cyanosis. She no longer squats. Her rela- 
tives are most emphatic that the relief of cyanosis and of 
dyspnoea is impressive. They emphasize especially the absence 
of dyspnoea, which had always been a marked feature even at 
rest. : 


Comment.—lIt is as yet too early to assess the results 
of operation completely in this case. The condition of 
the left leg has prevented full test of activity. It would 
appear that a sharp watch must be kept in these cases 
for symptoms suggesting arterial embolism and prompt 
action taken. There has been definite improvement in 
the cardiac condition, although less than hoped for. The 
prognosis in these older patients is less certain, and from 
her behaviour under anaesthesia she might not have toler- 
ated a Blalock’s operation. She would appear to be an 
example of Fallot’s tetralogy with a valvular stenosis, 
although probably some degree of subvalvular stenosis 
exists as well. 


Case 2 


Gwenda B., aged 11, the youngest of eight children, had been 
obviously cyanosed at 6 months, though blue lips had been noted 
before this. She walked at 1 year and squatted as soon as she 
walked ; she was never able to walk more than 100 yards with- 
out distress, although she could sometimes manage as much as 
half a mile by getting very breathless. Cyanosis was extreme, 
ranging from Grade III to Grade IV ; the fingers showed Grade 
III clubbing. She was well developed physically and could 
walk about the ward without getting breathless. 


The heart was ssabot-shaped, with the apex raised off the 
diaphragm. The aorta was right-sided. A faint thrill was felt 
in the pulmonary area on one occasion ; a loud systolic murmur 
was maximum in the pulmonary area and widely conducted. 
The blood pressure was 95/65; electrocardiograms showed 
gross right ventricular preponderance. The lung fields were 
clear and there was no pulsation. Red cells, 8,700,000; Hb, 


156% ; haematocrit, 77.5%. 


A diaguosis of Fallot’s tetralogy was made. 
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Operation (Feb. 19, 1948) 

Intratracheal cyclopropane was given by Dr. Helliwell, and 
one bottle of plasma was infused intravenously. A left infra- 
mammary incision -was made and the chest was opened through 
the second left intercostal space with division of the second 
costal cartilage. There were numerous collateral vessels ; the 
left pulmonary artery was small. The pericardium was opened 
and the main pulmonary artery was also found to be small, 
being about 1.25 cm. in diameter ; it was of low tension and 
there were no sinuses of Valsalva. A fine faint thrill could be 
felt in the position of the valves but not in the subvalvular 
position. After some deliberation it was decided to perform 
valvulotomy. 

The right ventricle was opened and the valvulotome passed ; 
it met with definite resistance at the valves, and slight pressure 


‘ carried it into the pulmonary artery; dilating forceps were 


passed and opened widely. Free bleeding occurred from the 
heart, and during manipulations the pulse became poor in 
quality but soon improved. The cardiotomy incision was closed 
with four sutures; the pericardium was sewn down over the 
suture line. The general condition was fair, although the colour 
was poor ; it had been poor at the beginning of the operation. 
The blood pressure was 85/55, as opposed to 90/60 at the 
beginning. 
Post-operative Course 

The patient was very blue, even in the oxygen tent, for the 
first 24 hours; her colour then began to improve very slowly 
but steadily, and by Feb. 27 was reasonably good. Her pro- 
gress was then rapid, and in fact by March 1 she was out of bed 
and visited the next ward, where she sat at table for a birthday 
party with other children without any distress. She was very 
soon able to walk freely about the ward and even down to the 
x-ray department, and maintained her good pink colour. This 
was in marked contrast to her constant cyanosis before opera- 
tion. The arterial oxygen saturation (March 22) was 81%, but 
she was crying and distressed during the arterial puncture. 

She was discharged home on March 25, the blood count at 
that time being : red cells, 6 millions ; Hb, 116% ; haematocrit, 
56. She had ceased to squat. 

She was seen on June 4, when she looked well and was a 
good colour ; her mother said that her exercise tolerance was 
greatly improved and she was now able to run, a thing she 
could never do before the operation. The mother particularly 
remarked upon the normal colour of the nails, which had 
always been blue. The child walked normally to the x-ray 
department for screening, but although she showed no dyspnoea 
a slight tinge of cyanosis could be seen in the cheeks. This is 
not uncommon on exercise after a successful Blalock operation. 


Comment.—This would appear to be a case of Fallot’s 
tetralogy with a valvular stenosis ; the hypoplasia of the 
pulmonary artery strongly ‘suggests that a degree of sub- 
valvular stenosis is present as well. Nevertheless, the result 
of valvulotomy has been most encouraging. The colour 
and clinical improvement are as good as after a successful 
Blalock operation. 

Case 3 


Miss R. C., aged 23, had been cyanosed since birth and did not 
walk until 3 years old. She was never allowed to go to school 
and dyspnoea had always been extreme. As a child she was 
able to play with other children, but had to rest frequently by 
squatting. She has always squatted, and even sleeps propped 
up with her legs curled up. Until the age of 18 she was able 
to walk perhaps 50 yards without stopping and could go con- 
siderably further with frequent rests. About five years ago, 
however, she became much worse quite suddenly, and found 
she could do very little without extreme distress. In fact, until 
October, 1947, she remained almost wholly in bed or on a 
couch, moving only from bedroom to sitting-room ; any effort, 
even moving in bed, provoked dyspnoea and pain across the 
chest. In October, 1947, she spent five weeks in the National 
Heart Hospital, and with encouragement found she was able to 
do a little more; for instance, she could just about walk the 
length of the ward and could sit up for meals. 

She was poorly covered ; finger clubbing was Grade I and 
cyanosis Grade I (i.e., not cyanosed at rest in bed): there was 


extreme dyspnoea with rapidly developing cyanosis on walk- 
ing ; the blood pressure was 115/70. The heart was not en- 
larged, although the apex was raised a considerable distance 
from the diaphragm, suggesting right ventricular hypertrophy ; 
a definite rounded shadow in the region of the “conus” 
suggested a minor degree of aneurysmal dilatation of the 


‘pulmonary artery. Perhaps a slight thrill could be felt in the 


pulmonary area ; a harsh systolic murmur, loudest in the pul- 
monary area, was audible all over the praecordium and also at 
the back of the left chest. On screening, the lung fields were 
clear and showed no pulsation. Red cells, 6,500,000; Hb, 
128% ; haematocrit, 56. Circulation time (Dr. Allanby): arm 
to tongue, 10.5 seconds; arm to lung, 8.4 seconds (indicates 
right to left shunt). p 

Cardiac catheterization (Drs. Zak and Hollings): pressure in 
right ventricle, 53 mm. Hg; pressure in pulmonary artery, 13 
mm. Hg. Oxygen saturation in superior vena cava, 56% ; 
in right pulmonary artery, 67% ; in femoral artery, 77%. This 
was taken to indicate pulmonary stenosis with a right to left 
shunt. 

A diagnosis of Fallot’s tetralogy was made, although the 
presence of an associated valvular stenosis was considered 
probable. 

Operation (March 23, 1948) 

Intratracheal cyclopropane was given by Dr. Helliwell. Two 
bottles of plasma were infused, followed by one bottle of blood. 
A left inframammary incision was made and the chest opened 
through the second interspace, with later division of the second 
and third costal cartilages ; a considerable number of collateral 
vessels were encountered. 

As soon as the heart was exposed the smooth globular dilata- 
tio! of the pulmonary artery within the pericardium was seen ; 
a fine jetlike thrill could also be felt. The pericardium was 
opened ; the pulmonary artery was now seen to be dilated to a 
diameter of about 2.5 cm. and was thin-walled, with dark blood 
easily seen through it. The artery beyond the dilatation was 
small, lax, showed: no visible pulsation, and was rather less than 
1.5 cm. in diameter. There were no sinuses of Valsalva. Care-@ 
ful palpation again confirmed the jetlike nature of the thrill, 
which seemed to arise from the level of the valves ; moreover, 
at times it seemed as if one could actually see the white cone 
of the valvular’ stenosis through the thin wall. 

In addition to applying swabs wet with procaine solution to 
the heart 1 ml. was injected into the wall of the ventricle. A 
double row of mattress sutures was inserted and a small incision 
made to allow a curved cannula to be introduced. The pressure 
in the ventricle was only 5 cm. of saline, and was the same in 
the pulmonary artery ; it was felt that this low pressure was 
the result of manipulation of the heart. A probe 3 mm. in 
diameter was now passed into the ventricle, and was felt to 
catch on the valves, suggesting a diaphragmatic stenosis. It 
was decided not to pass a cardioscope in view of the low blood 
pressure. 

The valvulotome was now inserted, and was felt to 
catch on the valves and then to pass on into the pulmonary 
artery. After a pause the valves were further dilated with 
forceps. A pressure reading was again: taken ; this showed a 
mean of 15 cm. of saline in both the ventricle and the 
pulmonary artery, with obvious fluctuation in systole and 
diastole. The incision was now closed with three mattress 
sutures ; the pericardium was not sewn to it. ' 

The general condition at the end of the operation was satis- 
factory ; the systolic blood pressure was 70 mm. Hg. 


Post-operative Course 


Although the patient began #0 come round at the end of the 
operation she became very drowsy the same evening, and on the 
next morning was still drowsy and had a complete left-sided 
hemiplegia. She was slightly blue even in the oxygen tent. 
Dr. McArdle, who saw her, thought the hemiplegia might be 
due to an embolism rather than to thrombosis. 

Her general condition steadily improved and her colour 
became and remained a good pink. The paralysis showed no 
sign of improvement for over three weeks. By April 22 she was 
able to move the upper arm, elbow, hip, and knee, but hand 
and foot movements were still absent. At that time she was up 
most of the day in a chair with no distress. Red cells, 
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4,600,000 ; Hb, 92%; haematocrit, 48. 
oxygen saturation was 88.5%. 


On April 27 arterial 


Comment.—There seems little doubt that there has been 
considerable improvement in the cardiac condition, and the 
fall in blood count and haematocrit reading (both of which 
are now normal) and the rise in the oxygen saturation per- 
centage are most encouraging. Unfortunately the persist- 
ence of the hemiplegia makes it impossible to assess the 
actual functional improvement. It is thought that the 
paralysis will soon improve enough to allow the patient 
to move about by herself. 


Conclusion 

These three cases are by no means precise, but the results 
are considered to be encouraging enough to be recorded 
in this preliminary communication. They serve, at any 
rate, to show that pulmonary valvulotomy is a feasible 
operation, and all three patients have survived the pro- 
cedure. The result in the first may be classed as moder- 
ately successful so far; in the second the result is good ; 
in the third it would appear to be good, but is as yet inde- 
terminate functionally. 

Two of the patients were of an age when- the prognosis 
is ordinarily poor and when any operation carries a grave 
risk ; both were very severely disabled. There can be no 
doubt that far better results are to be anticipated in younger 
patients, but it has not yet been possible to extend the 
operation to the younger age groups, although it is intended 
to do so. 

The vascular complications in the first and third cases 

are disturbing and disappointing. The first case teaches 
us that a careful watch must be kept for signs of peripheral 
arterial embolism after cardiotomy so .that immediate 
embolectomy can be considered. Arterial thrombosis, 
even to the extent of hemiplegia, occurs with the Blalock 
operation just as often. Presumably it is most likely to 
occur when the blood pressure falls to a low figure for 
some time, especially in the presence of polycythaemia. 

Much still remains to be done in the development of this 
operation in the treatment of “blue children” suffering 
from pulmonary stenosis, but the results in these three 
cases are encouraging enough to justify proceeding further 
with it. It should be made clear that it is not suggested 
that this operation is meant to supplant the Blalock opera- 
tion. As it stands at present it is of use in only a small 
proportion of cases ; until a method can be found to relieve 
the subvalvular stenosis (if indeed this is possible), the 
Blalock operation must continue to take precedence. How- 
ever, unless the Blalock operation is considered to have 
solved the problem of morbus caeruleus completely, it is 
essential to try to develop new and alternative measures. 


I am indebted to Dr. Maurice Campbell, under whose care all 
these patients were, for most of the case histories, which are made 
from his own notes. 
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The British Red Cross Society has published a neatly illustrated 
pamphlet (price 1s., by post 1s. 14d.) by Air Marshal Sir Harold 
Whittingham, entitled ABC of First Aid Treatment. It is suitable as 
a short manual of reference or for refreshing the first-aider’s memory. 
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B.C.G. VACCINATION: IS IT OF ANY 
VALUE IN CONTROL OF f 
TUBERCULOSIS ? 


BY 
ARVID WALLGREN, M.D. 


Professor of Paediatrics, Royal Caroline Medical Institute, 
Stockholm, Sweden 


Several eminent German physicians who are about to intro. 
duce B.C.G. vaccination in Germany, thanks to the Scandi. 
navian Red Cross, have called my attention to the article 


~ on this subject contributed to the British Medical Journal by 


Dr. G. S. Wilson (1947). From various quarters, including 
England, I have been requested to answer his criticism of 
B.C.G. vaccination, which has given rise to a certain hegj. 
tation and concern, since Dr. Wilson, as a member of the 
Medical Research Council, is a critic whose opinion carries 
considerable weight. As I introduced the most widely 
practised and, by Wilson, criticized method of B.CG. 
vaccination and am largely responsible for its present wide. 
spread use in Sweden, and as, furthermore, I am prepared 
to help in introducing it to combat tuberculosis in the 
devastated countries of Europe, I feel prompted to test the 
value of Wilson’s criticism. 

I have no reason to disbelieve Wilson when he says 
that he is not prejudiced against B.C.G. vaccination ; my 
faith in his objectivity is, however, put to a severe test 
by the manner in which he argues against B.C.G. In several 
points the criticism is undoubtedly justified, although correet 
mostly on unessentials ; in many respects it is erroneous 
and unjust, not giving the impression of being sufficiently 
unbiased ; and in all respects it overshoots the mark. 


Investigations on Children 


Wilson’s quotation of my investigation (Wallgren, 1934) 
is entirely correct ; I pointed out in that paper that it was 
not feasible to establish how large a part B.C.G. immunity 
had played in the favourable results reported. Other 
factors were contributory. Although many children were 
isolated until 3 months of age before being subject to expos 
ure, after this period they nevertheless were exposed to 
virulent infection without falling ill from primary tubercu- 
losis, save in a single case. This is a result which surely the 
whole battery of prophylactic measures known to us 
cannot parallel when dealing with children of this age that 
have not been vaccinated before exposure to infection. Fur- 
ther experience has shown me that cases of clinical tuber- 
culosis occurring after an adequately performed B.C.G. vac- 
cination are extremely uncommon and remarkably benign, 
While primary pulmonary tuberculosis in a child unvac- 
cinated with B.C.G. does not show any tendency towards 
radiographically demonstrable regression during the first 
six months, in a child who has been vaccinated with B.C.G. 
and who was still tuberculin-positive at the time of infec- 
tion radiographs reveal that within this period the condi- 
tion has virtually resolved. It is also remarkable that I 
have not seen a single adequately vaccinated child die from 
tuberculosis after having been infected, nor have I observed 
a single case of tuberculous meningitis among vaccinated 
children. Is, then, the scientifically calculated and statis- 
tically reported degree of immunity of such great import 
if the effect of the vaccination is satisfactory ? 


Rosenthal and his co-workers (1945) have used a different 
method of vaccination (multiple punctures) from that with 
Wilson is 


admittedly right in stating that the results of their experi- 


which I have had experience (intradermal). 
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ments are impressive—three times as many deaths among 
the non-vaccinated as in the vaccinated contact group. It 
is, however, difficult to follow Wilson in his refusal to 
accept the evidence of the Chicago investigation until he 
has received information with regard to certain minor 
particulars not mentioned in the report—which particulars, 
however, should not have any appreciable influence on the 
incidence of tuberculosis in both groups. Wilson contends 
that the similar investigation carried out by Levine and 
Sackett (1946) in New York does not support the results 
of the Chicago experiment. This is incorrect. Levine and 
Sackett, remarkably enough, obtained results nearly identi- 
cal with those of Rosenthal and his co-workers, when the 
former, in conformity with the latter, took into considera- 
tion the fact that the immunity must have arisen. after 
vaccination and before the children were exposed to infec- 
tion. The results were: Levine and Sackett—non- 
vaccinated 96, with 3 deaths from tuberculosis ; vaccinated 
90, with no deaths from tuberculosis* ; Rosenthal et al., 
non-vaccinated 63, with 3 deaths from tuberculosis; vac- 
cinated 98, with no deaths from tuberculosis. 


Vaccination of Nurses 


Wilson refuses to accept the favourable result from 
Ferguson’s (1946) well-known experiment on the sanatorium 
personnel in Saskatchewan because the non-vaccinated 
control cases belonged to a period immediately prior to that 
in which the vaccinations were carried out. It is evident 
that the conditions relevant to infection and the ability of 
the personnel to protect themselves may be different in 
the vaccination and the pre-vaccination periods, and there- 
fore it cannot be considered proved that the decrease of 
morbidity and mortality exclusively is due to the 
immunity conferred by B.C.G.. But why should such 
a change in conditions arise simultaneously with the 
introduction of B.C.G. vaccination? One should surely 
ensure that all employees, before as well as after the period 
of vaccination, were given instructions on the danger of 
infection and also on how they could best protect them- 
selves against it. Nor can the difference in the infectivity 


of the patients become so. great between these periods as - 


to explain the six times higher morbidity in the non- 
vaccinated personnel of the pre-vaccination period. Nord- 
wall’s (1944) experience in a training school for nurses in 
Stockholm was in agreement with that of Ferguson. Before 
the introduction of B.C.G. vaccination 40% of the tuber- 
culin-negative student nurses developed tuberculosis during 
service and had to break off their studies for a more or 
less prolonged period ; one of them died. Among those 
vaccinated there occurred only a single mild case of 
primary tuberculosis, and this pupil was able to resume 
her service after a couple of months. 

The difference between the morbidity from tuberculosis 
in the period before and that after the introduction of 
B.C.G. vaccine in Ferguson’s and in Nordwall’s series is so 
great that it canriot be entirely explained even by a certain 
difference in the intensity of exposure in the different 
groups. In the Stockholm investigation, however, such a 
difference was not demonstrable, nor were ‘the student 
nurses protected in any more effective way during the 
B.C.G. period. Evidence of the efficacy of the vaccine 
might be obtained if during a supplementary period one 
refrained from vaccinating the tuberculin-negative. indivi- 
duals of the newly appointed personnel; but I am con- 
vinced that neither Ferguson nor Nordwall would care to 
take the responsibility for such a test, since experiments 
to date definitely support the efficacy of the protection 
conferred by vaccination. 





*Wallgren, Arvid. Amer. J. Dis. Child., 1948 (in the press). 


* Investigation Among North American Indians 


With reference to the well-known test of Aronson and 
Palmer (1946) among the North American Indians, Wilson 
seems to submit to evidence and accept the results as con- 
clusive. He admits that the difference between the B.C.G. 
group and the control group is striking: the tuberculosis 
morbidity in the former group is seven times lower. 
Wilson detracts from the value of this test by denying the 
possibility of applying the results obtained in Indians to a 
civilized population. Perhaps the statistical results would 
not have been equally striking if the experimental subjects 
had belonged to another group of the population with 
inherited natural resistance, but this we do not know with 
certainty. To some extent he undoubtedly has a point. 

In order to substantiate his opinion Wilson compares the 
incidence of tuberculosis among the Indians and among 
the total population of the United States. This comparison, 
however, is very lame. He points out that the ratio of 
non-pulmonary to pulmonary tuberculosis in Aronson and 
Palmer’s non-vaccinated tuberculin-negative control group 
was 2.5 to 1, while among the 1-25 year group of the popu- 
lation of the United States it is 1 to 5. Here Wilson 
commits at least two errors. He compares the ratio of 
disease in one instance with the ratio of recorded deaths in 
the other. This would imply that pulmonary and non- 
pulmonary tuberculosis had the same prognosis with regard 
to mortality, and this is not at all the case. Furthermore, 
he compares two incommensurate groups: on one side 
the presence of tuberculous disease during a pzriod of six 
years of observation in individuals aged 1-20 years, all of 
whom were tuberculin-negative at the start and who were 
under annual control; on the other side, the incidence of 
tuberculosis mortality during one calendar year among a 
group of individuals aged 1-25 years, probably one-half 
of whom were already tuberculin-positive at the beginning 
of the year of observation and would thus run a lower risk 
of developing, for example, tuberculous meningitis and 
miliary tuberculosis. The latter group, too, would in all 
probability not have had an annual medical examination. 


Work of Hyge 


Wilson claims to have selected for review those investi- 
gations which more closely approach the conditions of 
controlled laboratory experiments. He has, however, 
excluded the investigation which perhaps best corresponds 
to an animal experiment—that carried out by Hyge (1947). 
I gave an account of this study in my address at the London 
conference, and it has been published in Acta Tuberculosea 
Scandinavica, 1947.. Hyge reported an epidemic of tuber- 
culosis in a school for girls aged 12 to 18 years: 105 pupils 
were tuberculin-positive before exposure, 106 were vac- 
cinated with B.C.G., and 94 were tuberculin-negative. The 
source of infection was a temporary teacher who visited 
the school for only a limited time. The duration of expos- 
ure was two months in all three groups. The pupils were 
followed up during the first three years after exposure. Of 
the tuberculin-positive group only two had fallen ill with 
pulmonary tuberculosis during the period of observation. 
Of the B.C.G.-vaccinated group two contracted pulmonary 
tuberculosis and were in need of pneumothorax treatment. 
Of the tuberculin-negative group 41 fell ill with tuberculous 
disease ; one of them died and five others needed treatment 
with pneumothorax. The morbidity rate in the three 
groups was 1.9, 1.9, and 43.6%, respectively. 


Pleurisy and Primary Tuberculosis 


Wilson excludes all cases of pleurisy and primary tuber- 
culosis from the reports on the results of B.C.G. vaccina- 
tion. He considers these to be practically unimportant 
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diseases. They certainly are not so in our country. The 
prevention of clinical primary tuberciflosis or pleurisy 
means a very great gain: children do not have to give up 
school for a period of three to six months or more; and 
adolescents and adults avoid unemployment because of ill- 
ness during an equaily protracted period, besides being 
subject to less risk of post-primary tuberculosis. This is 
perhaps the most demonstrable effect of the immunity con- 
ferred by B.C.G. vaccination. Therefore if one claims to 
give an unbiased and comprehensive evaluation of the 
effect of B.C.G. vaccination it is not fair to exclude these 
cases. ; 

The fact that B.C.G. vaccination is particularly effective 
against the immediate dangers of virulent infection in the 
tuberculin-negative induced Heimbeck, in his group of 
pupil nurses, to transfer those who originally belonged to 
the tuberculin-negative group to the tuberculin-positive 
group a year after virulent infection. This has been 
criticized by Wilson, who claims that all the nurses should 
have remained in the group to which they belonged 
at the beginning of the study. Heimbeck (1947) publishes 
a table of his results with B.C.G. vaccination of pupil 
nurses during their three years’ training; every nurse 
remains in the group in which she started at the beginning 
of her training perlod. He adds that these pupil nurses 
lived under exactly the same conditions, and that all of 
them were exposed to the same risk of contamination 
during training. The three groups were from the same 
period. It seems to me that this comparison thus fulfils 
Wilson’s claim, and still the difference between the B.C.G.- 
vaccinated (morbidity 24.1, mortality 2.1 per 1,000 obser- 
vation years) and the unvaccinated tuberculin-negative 
group (morbidity 141.2, mortality 14.6 per 1,000 observa- 
tion years) is striking. 


Alleged Difficulties and Disadvantages 


The difficulties and disadvantages that the use of B.C.G. 
might entail are enumerated in seven points. by Wilson. 
Let us discuss these alleged disadvantages. 

1. B.C.G. is a live vaccine that demands great care in pre- 
paration to avoid contaminants and must be used within one 
week.—lIs it not also necessary to exercise great care in the 
preparation of smallpox vaccine and therapeutic sera? B.C.G. 
has been used with success after the lapse of 10 to 14 days and 
thus does not necessarily have to be used exclusively during the 
first week after preparation, although this is preferable. 

2. The virulence df B.C.G. is not fixed—This is correct and 
is also true of smallpox vaccine ; but the virulence of B.C.G. 
vaccine from one and the same laboratory varies only slightly 
and never suddenly, and it is tested continuously. There is no 
risk of a B.C.G. vaccine becoming so virulent that it induces 
frank abscesses in all individuals. That this alleged disadvan- 
tage is negligible is shown by the fact that the dosage of the 
B.C.G. vaccine prepared in Sweden (0.05 mg.) is the same now 
as it was 20 years ago, and that throughout this period it has 
remained constant. A factor that varies, however, is the indi- 
vidual sensitivity to the vaccine. In a subject with a low resis- 
tance abscess formation may occur, but with a high resistance 
the same vaccine may not induce any reaction whatsoever. It 
seems to me very likely that B.C.G. resistance in the individual 
runs parallel with his resistance against virulent tubercle bacilli, 
and therefore, notwithstanding the abscess formation, it must 
be considered beneficial and fortunate for the person with a 
low resistance that he was vaccinated with B.C:G. The person 
with a high resistance, who perhaps did not acquire any specific 
immunity after inoculation, has better prospects though lacking 
the immunity conferred by B.C.G. 

3. Injections have to be made intracutaneously with consider- 
able care in order to avoid serious ulceration—As do most 
workers who for one reason or other are opposed to B.C.G. 
vaccination, Wilson exaggerates the disadvantages of too marked 
a local reaction. It has been generally stressed that it is 


extremely seldom we see any serious ulceration, and stil] mor 
rare is the occurrence of a swelling of the regional lymph glands, 
T6rnell (1947) found a local reaction of 10 by 10 mm. in on 
2.8%. The slight ulceration that very commonly occurs jg of 
no consequence. If the inoculation gave rise to distressing logy 
reactions it is hardly likely that in Sweden tens of tho 

of mothers annually would of their own initiative bring thei 
children to the doctors to have them vaccinated with BCG. 
At any rate, they have from personal experience come to con, 
sider these local discomforts trivial in comparison with the 
benefit conferred by inoculation. 

4 and 5. Infants of tuberculous mothers must be S€ parated 
at birth until B.C.G. vaccination has produced tuberculin sens. 
tivity, or, if taken away after exposure, they must be separate) 
for at least six weeks before inoculation.—This cannot be a dis. 
advantage exclusively confined to B.C.G. Does any physician 
of our day permit a tuberculin-negative infant or a child to 
remain in an infectious home in the presence of a case of open 
tuberculosis if there is any possibility of segregating it? In oy 
country this would be branded as almost criminal and would 
undoubtedly lead to an admonition from the Medical Board 
The difference between the B.C.G.-vaccinated children and nop. 
vaccinated children is that the former may return to their infec. 
tious homes when the vaccination has taken, while the nop- 
vaccinated must stay away while the source of infection remains, 
This curtailment of the period of isolation we in Sweden cop- 
sider rather as one of the advantages of vaccination with B.CG. 

6. Infants separated and kept in residential nurseries may be 
exposed to serious risk of cross-infection and die-—May | ask: 
Is it less dangerous to keep the infant in its home and let jt 
become infected with virulent tubercle bacilli? Are not the 
infants even now, before the introduction of B.C.G. vaccination’ 
in England, separated from their infectious surroundings, and, 
if so, where and in what way are they cared for? Is the risk 
for an infant separated in order to be vaccinated with B.C, 
greater than for infants separated from their dangerous homes 
without being vaccinated ? I should think that the danger is 
greater in the latter, because the period of separation must cer- 
tainly be much longer than the few months in the case of a 
vaccinated child. Out of 117 infants who were vaccinated at 
birth in 1928-33 and who at the follow-up examination in 1934 
were at least 1 year old, only four had died during their first 
year of life. These infants were segregated in a nursery from 
birth until they were a few months old. These figures do not 
indicate that separation for B.C.G. vaccination, when carried 
out under satisfactory conditions, constitutes any great danger 
for the child. 

7. It is desirable to revaccinate at intervals in order to ensure 
the continuance of immunity.—This is of course a drawback. In 
Sweden revaccination is not commonly done. The tuberculif- 
sensitivity has a duration of three, five, or ten years or more, 
and probably the immunity continues as long, perhaps even 
longer. At any rate, the protection has lasted during the most 
susceptible childhood ages, even if revaccination is not carried 
out at the end of the tuberculin sensitivity. 


In this discussion I hope that Wilson’s seven points have 
been judged according to their deserts. 


Conclusion 





Wilson shoulders a great responsibility when he 
endeavours to decrease the interest in B.C.G. vaccination 
and to discourage its introduction into his own country. 
Although he cautiously enough concludes by recommend- 
ing experiments with B.C.G. vaccination in specially 
threatened groups of the population—nurses and physicians 
—he does not do even this whole-heartedly, seeing that -he 
at the same time tries to depreciate the danger menacing 
these same groups, thus intimating the superfluity of such 
an experiment. It seems as though he were in fear of 
an unbiased trial, while we who uphold B.C.G. vaccina- 
tion know that to make an adequate trial with B.C.G. 
is automatically to become an adherent of the method. 
The erroneous conclusions drawn by Wilson from 
cited statistical reports with reference to the danger of 
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tuberculosis in England have already been taken up in an 
editorial comment in the issue of the British Medical 
Journal in which his article appears. I therefore need not 
enter upon this subject. 

Wilson does not stand alone in criticizing B.C.G. vac- 
cination. I myself, 20 years ago, strongly censured the 
manner in which B.C.G. vaccination was then carried out, 
as well as the conclusions drawn (Wallgren, 1927) ; but later, 
when it was performed in a satisfactory way, I became a 
fervent supporter of the method. Levine and Sackett have 
expressed very strong opinions on the B.C.G. studies of 
other workers, but Wilson does not accept the work even of 
these authors, as the vaccinations were carried out without 
consideration ef the fact that protection does not arise 
until the vaccine has taken. These two B.C.G. opponents 
had finally to admit that if they comply with that condition 
the mortality among the non-vaccinated infants is three 
times greater than that of the vaccinated infants ; how many 
times greater then is the morbidity, of which one does not 
receive any information? Aronson and Palmer were 
rather sceptical with regard to B.C.G. when they under- 
took their investigation, intended to demonstrate whether 
B.C.G. had any effect. They learned by experience that 
B.C.G. satisfies even rather large demands as a protective 
measure. I am confident that Wilson also, if he really is 
willing to perform adequate investigations with B.C.G. 
under scientifically unimpeachable conditions, will by 
degrees come to be a protagonist of this method of 
vaccination. 
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THE EFFICACY OF B.C.G. VACCINATION 


BY 


H. MALMROS, M.D. 
Physician-in-chief, Central Hospital, Oerebro, Sweden 


Last year hundreds of thousands of young children and 
adolescents in war-ravaged Europe were tuberculin-tested 
and the non-reactors vaccinated against tuberculosis with 
B.C.G. This extensive campaign, which was initiated and 
financially sponsored by the Danish Red Cross Society, does 
not appear to be very well motivated if B.C.G. vaccination 
does not confer an increased protection against tuberculosis. 
According to Prof. G. S. Wilson (1947) the value of B.C.G. 
vaccination is rather problematic and in any case not 
definitely proved. 


Difficulty of Procuring Control Material 


The great difficulty in getting fully comparable control 
material is the reason why there is still debate about the 
efficacy of a prophylactic measure which has been in use 
for many years. In his famous novel Martin Arrowsmith 
Sinclair Lewis describes the difficulties met with when a 
scientific experiment is consistently conducted with living 


* human beings as objects and alternate patients are taken 


as controls. Where mass investigations are concerned, 


which require a certain amount of propaganda to induce the 
public to take active part, it is-soon found to be impossible 
to treat only every other person. There will be letters to the 
daily press from agitated. members of the community who 
have been refused permission to share in the new medical 
discovery. If it be announced that the method is still 
uncertain and must first be tested, the rumour arises that it 
is something dangerous. The result will be that only a small 
proportion of the public will volunteer, and hence, statisti- 
cally viewed, the material will be to some extent a selected 
one. Nor is it possible in our modern community to inject 
sterile saline instead of vaccine into every alternate subject 
without publicly giving notice of this from the outset. 
Should such a measure be adopted in secret, the whole 
investigation would immediately become discredited when 
the first cases of disease appeared among those who had 
received only a simulated vaccination. 

The difficulties enumerated here have been so great that 
at all centres in Scandinavia where the Calmette method has 
been used it has been considered necessary to abandon 
the statistically most trustworthy method of vaccinating 
alternate cases. 


Primary Infection at Adult Age 


How, then, has B.C.G. vaccination become so popular in 
Scandinavia without definite proof of its reliability ? First 
we are convinced that pulmonary tuberculosis is nowadays 
very often a direct consequence of primary infection in 
adults (Heimbeck, 1928, 1929, 1936; Arborelius, 1930; 
Kristenson, 1932, 1933, 1942 ; Malmros and Hedvall; 1938, 
1940; Tornell, 1939; Ustvedt, 1932; Frostad, 1944; S. 
Holm, 1947; and others). Consecutive tuberculin-testing 
has perhaps been used to a greater extent in Scandinavia 
than elsewhere, and we have been able to observe con- 
tinually that previously Mantoux-negative adolescents fall 
ill with tuberculdsis. Sometimes the primary infection 
produces symptoms similar to those of influenza or a 
“heavy cold.” As a rule the radiographs then disclose a 
primary focus in the lung and enlarged hilus glands. In 
other cases it may have its onset as pleural effusion. Often, 
however, it initially runs an entirely symptomless course. 
In some of these cases, and in many of those that have 
had an initial fever or pleural effusion, the first radio- 
graphic lung changes that can be classed as genuine 
pulmonary tuberculosis appear some months later. 
Malmros and Hedvall showed that genuine progressive 
pulmonary tuberculosis often begins in these cases as small 
cloudy spots in the supraclavicular part of the lung or in the 
first intercostal space*(subprimary initial foci). Accord- 
ing to Heimbeck, Frostad, Hedvall (1946), and S. Holm, 
pulmonary tuberculosis can develop in some cases direct 
from the primary focus by progression out into the sur- 
rounding lung tissues or by liquefaction of the primary 
focus. The last-named has shown that no less than 34% 
of the cases that exhibit x-ray changes at the primary infec- 
tion will later develop into genuine pulmonary tuberculosis. 

Systematic tuberculin tests carried out before the onset of 
the disease—e.g., on probationer nurses and medical 
students—proved that those who were formerly tuberculin- 
negative were more liable to succumb. Some had rela- 
tively mild changes, others became seriously ill, and 
some cases were fatal. Heimbeck showed that a positive 
tuberculin reaction can be produced by B.C.G. vaccination, 
and it was a quite natural step to make an attempt to pro- 
tect these tuberculin-negative adolescents by means of 
vaccination. Experience of the past few years seems to con- 
firm the assumption that B.C.G. vaccination confers a cer- 
tain amount of protection. Very few cases of tuberculosis 
have been observed among the vaccinated. 
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Personal Tests With B.C.G. 


Since 1942 B.C.G. vaccination has been used to a great 
extent in Oerebro. The district covers an administrative 
area with about 230,000 inhabitants. Practically all the new- 
born are vaccinated. The whole population is successively 
and systematically tuberculin-tested and the non-reactors 
are vaccinated if they give their consent. So far, 22,413 
persons have been vaccinated, 8,040 being newborn infants, 
7,836 children over 1 year, and 6,537 adults. Within the 
district there are two tuberculosis sanatoria, one central 
hospital with medical and paediatric departments, and some 
smaller hospitals. When a case is admitted to any hospital 
with the diagnosis of tuberculosis or suspected tuberculosis 
it is ascertained whether the patient has been vaccinated 
with B.C.G. By this means it is possible to find out 
whether any of those vaccinated have developed tuber- 
culosis. During the period 1942~7 only one such case has 
been discovered. This case is of special interest, and a brief 
report of it follows. 

A probationer nurse aged 22 was B.C.G.-vaccinated before 
starting her hospital duties in 1943. A test one month later 
showed that she reacted very slightly to tuberculin (Mantoux 
I mg.). In 1944 the tuberculin reaction was checked and found 
to be negative; she was therefore again B.C.G. vaccinated. 
After this inoculation the tuberculin reaction was distinctly 
positive. At a control examination at the end of 1945, just 
before she was to begin service at a tuberculosis sanatorium, a 
tuberculin test did not give a definitely positive reaction. On 
account of shortage of staff, however, the physician allowed 
her to start work there in spite of her negative reaction. X-ray 
films showed no pulmonary changes. Two months later she 
was again tuberculin-tested, and was then found to be a strong 
reactor. Another x-ray film showed normal conditions. Some 
months later, however, she developed pleurisy with effusion. 
No tubercle bacilli could be demonstrated on culture and inocu- 
lation of pleural fluid. She is now healthy again, without x-ray 
changes in the lungs, and at full work. Nevertheless the case 
must be interpreted as tuberculosis—up to that time the only 
one known among 22,000 vaccinated persons. It is obvious 
that in this case vaccination had not given sufficient resistance, 
and this was doubtless due to a deficient power of reaction. 


Other Scandinavian Investigations 


My material is certainly large, but the observation period 
is as yet too short to allow of dny definite conclusions re- 
garding the efficacy of B.C.G. vaccination. Investigations 
from other areas in Scandinavia, however, point in the same 
direction. In the small Danish island of Bornholm, where, 
according to Olsen (1943), more than 23% of the population 
have been vaccinated with B.C.G., the whole situation on 
the tuberculosis front has altered. As is shown in Graphs 
1 and 2, the number of recognized new cases of tuberculosis 
in the age groups between 15 and 35 years has diminished 
considerably since B.C.G. vaccination was instituted on a 
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Grapu 1.—New cases of pulmonary tuberculosis by age groups, in 
Bornholm, Denmark, 1936-40. 
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GraPH 2.—New cases of pulmonary tuberculosis by age groups, 
in Bornholm, Denmark, 1941-5; 23% of the population are now 
B.C.G.-vaccinated. 


large scale. It is within these ages that most cases of pul- 
monary tuberculosis are found. If’in other countries, too, 
an appreciable change in the morbidity curve, with the dis. 
appearance of the high peak of pulmonary tuberculosis ip 
the years of adolescence, should be obtained in the course 
of some ten years, this could be interpreted as a rather 
tangible manifestation of the efficacy of B.C.G. vaccination, 
This does not, however, amount to absolute proof, since 
the reduced number of cases might depend on improved 
hygiene, fewer bacillus-carriers, and other unknown factors. 


An Epidemic of Tuberculosis 


Tage V. Hyge (1947) has published a work that would 
seem to furnish the best evidence hitherto advanced for the 
efficacy of B.C.G. vaccination. Although it only records a 
number of cases of tuberculosis at a school, the whole is as 
clear and unmistakable as if it had been a question of 
a well-planned laboratory experiment on hundreds of 
guinea-pigs. The events were briefly as follows. 


At a girls’ school in Copenhagen a case of pulmonary tuber- 
culosis was discovered among the pupils in October, 1941. 
This led to a careful examination of all the pupils and the 
educational staff. In February, 1942, this examination was 
repeated, with the disclosure on tuberculin tests of .200 non- 
reactors among the pupils. Of these, 144 volunteered for 
B.C.G. vaccination. At a new compulsory examination of the 
whole school in December, 1942, the finding was 130 spon- 
taneously tuberculin-positive, 133 tuberculin-positive after 
Calmette inoculation, and 105 tuberculin-negative (mainly newly 
admitted pupils). 

In January-February, 1943, there broke out at the school an 
influenza-like epidemic which closer examination showed to be 
due to another tuberculous infection. The infection originated 
from a female teacher who taught in several forms. It was 
found that among 94 tuberculin-negative pupils who had been 
exposed to infection 70 had become tuberculin-positive. Of 
these, 41 had radiographic lung changes, and 37 had bacilli in 
the gastric lavage. The disease ran a benign course among all 
the younger pupils. Among those of 16-18 years, however, 
progressive pulmonary tuberculosis developed in nine cases. 
this generally starting as subprimary foci of the type described 
by Malmros and Hedvall. In only two cases did the pulmonary 
tuberculosis start from a primary focus (in one of these pro- 
gression did not begin until two years after the infection). In 
six cases pneumothorax had to be carried out. One of the 
patients died of pulmonary tuberculosis. ° 

Among 106 B.C.G.-vaccinated who had been exposed to 
infection there were two cases of pulmonary tuberculosis, and 
among 105 originally tuberculin-positive there were four cases 
(only two of these are considered by Hyge to be connected with 
the infection at the school). It is accordingly clear that B.C.G. 
vaccination does not, any more than does a tuberculous infec- 
tion previously passed through, bring absolute protection. 
Compared with the _ tuberculin-negative, however, these 
categories are in a substantially better position. 
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Hyge’s investigations clearly indicate the path we must 
take if we are to combat tuberculosis effectively—B.C.G. 
vaccination of all tuberculin-negative persons. 


Supposed Difficulties and Disadvantages 


In his article Wilson also discussed the difficulties and 
disadvantages which are thought to be involved in the use 
of B.C.G. vaccination. I fully agree with him when he 
maintains that very great care has to be taken in the pre- 
paration of the vaccine and in its distribution. All B.C.G. 
vaccine used in Sweden during the past few years has been 
prepared in a single laboratory and under Dr. A. Wassén‘s 
constant supervision. The strain employed for the prepara- 
tion of the Swedish B.C.G. vaccine was obtained in 1926 
from the Pasteur Institute in Paris and has since been kept 
“active” continuously. In the course of years vaccine has 
been prepared for hundreds of thousands of vaccinations. 
In not a single case has it been possible to demonstrate that 
the attenuated B.C.G. strain has regained its virulence. 

Nowadays we are using only the intracutaneous method 
of injection, which was first proposed by Wallgren (1928). 
If the injection is made strictly into the superficial layers of 
the skin large ulcers are very seldom seen. In our series 
small ulcerations occurred in 11.6% of adults, in 10.4% of 
children, but in only 2.3% of infants (see Table I). 


Tape I1.—Size of Ulceration in the Various Age Groups. 














Ulcerations 
No. | Somewhat 
Group Vaccinated Small | Larger* Total 
No. | 4 No. % No. | % 
Newbom ..  .. 8,040 185| 23} 0 | 0 185| 2-3 
ieee 1-15 years 7,836 816 | 10-4 | 126 1-6 942! 12-0 
Adults oa 6,537 756 | 11-6 47 0-7 803 | 12-3 
Total’ 2 Et 22,413 1,757 7-8 | 173 0-8 1,930 8-6 




















* Diameter more than 15 mm. 


The vaccination may very well be left to nurses, who 
quickly learn the injection technique when they have some 
practice with sterile saline. i 

I tested Birkhaug’s needle-puncture method with a 
vaccine twenty times stronger in a small number of cases, 
but the result was not satisfactory. For instance, of 282 
newborn children vaccinated by Birkhaug’s method, only 
57% were tuberculin-positive on being tested seven to eight 
weeks afterwards. On the other hand 8,040 newborn babies 
vaccinated by Wallgren’s intracutaneous method with 0.05 
mg. of vaccine reacted positively in 94.3% of the cases on 
being tested six to seven weeks later. Moreover, Birkhaug’s 
apparatus is difficult to sterilize. If it is used for mass 
vaccination there may be a risk of, for instance, hepatitis 
virus being transmitted from one patient to another. 

As is evident from Table II, the intracutaneous method 
gives very satisfactory results in newborn infants and older 


. 
TaBLe II.—Results of Vaccination by the Intracutaneous Method. 














) 
| No. Tuberculin-positive 
Group Vaccinated 6-7 Weeks after Vaccination 
Newborn .. “a cs : 8,040 94-3% 
Children 1-15 years vaccinated 2,061 968% 
at the Central Hospital - 
Adults vaccinated at the Central 2,735 93-7% 
Hospital j 
Adults and children vaccinated in 7,475 99-1% 


Oerebro City 





children, as well as in adults, a positive tuberculin reaction 
being obtained in over 90% in all the groups. Formerly 
it was thought, on the basis of theoretical speculations, that 
the newborn would not react so well. As experience now 
shows that this is not the case, there is no reason to post- 
pone vaccination until a later period. On the contrary, 


‘ tisement for all preventive medicine. 


vaccination immediately after birth has five great advan- 
tages: (1) As most children are nowadays born in the lying- 
in wards of hospitals, this time is the very best if we want 
to vaccinate as many as possible. (2) There is no necessity 
for tuberculin-testing the children before vaccination, as all 
of them are undoubtedly tuberculin-negative at birth. (3) 
Abscesses very seldom occur in infants. I have never seen 
any large abscess develop after vaccination of the newborn. 
Such do occur, however, now and then in older children and 
in adults. (4) No difficulty is experienced in getting the 
mothers to allow their newborn babies to be B.C.G.- 
vaccinated. Close upon 100% consent to the procedure. 
There does not seem to be any risk of B.C.G. vaccination of 
the babies causing the mothers to be scared of all kinds of 
protective inoculation. On the contrary, this vaccination is 
free from pain and gives such slight complications—if it is 
properly performed—that, if anything, it is a good adver- 
(5) After B.C.G. 
vaccination at infantile age the subsequent tuberculin- 
testing can be done without risk by the Mantoux method 
direct with 1 mg. 

That infants of tuberculous mothers must be segregated 
for six to eight weeks after the vaccination can scarcely be 
ranked as a disadvantage of the method. Every medical 
officer conscious of his responsibility surely considers it a 
self-evident duty always to remove the newborn infant from 
a tuberculous infectious miother quite independently of 
whether the child has been vaccinated or not. If the child 
is not vaccinated, this segregation ought to continue until 
the mother recovers or dies. If the infant has been vacci- 
nated, however, possibly the mother may be allowed to have 
charge of her child again when the latter has become 
definitely tuberculin-positive after the vaccination. It is 
obviously of the greatest importance that the infectiousness 
of the mothers should be discovered in time. For this 
reason all prospective mothers should be controlled by 
miniature radiography. (This procedure has been employed 
for many years as routine examination of all patients 
admitted to the Central Hospital.) 

It has been claimed that the antibody-producing 
mechanism is not sufficiently developed in infants and that 
it would therefore be better to postpone the vaccination to a 
later point. As this can hardly be experimentally deter- 
mined in man, one must content oneself with studying 
the behaviour of the tuberculin reaction. As stated earlier, 
a positive tuberculin reaction can be produced in the new- 
born by vaccination with the same dose of vaccine as is 
used for adults. The reaction becomes positive as early as 
six weeks afterwards and therefore does not argue in favour 
of a deficient reactivity. It has not been shown ‘earlier 
whether the tuberculin reaction remains positive in cases of 
vaccination immediately after birth as long as in those in 
which vaccination has been undertaken at an older age. So 
far as can be judged from our material, however, no 
difference seems to exist in this respect. The period of 
observation is admittedly still short, but it seems that those 
vaccinated immediately after birth retain their positive 
reaction for several years. Thus, at an investigation of 
284 children five years after they had been vaccinated at 
birth we found 95.1% still tuberculin-positive. By way of 
comparison it may be mentioned that of 638 children vac- 
cinated at the age of 4 years, 99.2% were still tuberculin- 
positive on being tested three years later. 


What People Ought to be Vaccinated ? 


The B.C.G. campaign should not by any means be con- 
fined to the newborn. Wherever a non-reactor is encoun- 
tered he ought to be vaccinated. As indicated in Table III, 
there are also numerous non-reactors in the middle-age 
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TasB_e III.—Tuberculin Tests in the Rural Districts ef Oerebro County 
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groups, especially in the rural districts. The administrative 
area of Oerebro, where these investigations have been con- 
ducted, has many big industries and good communications. 
It is therefore probable that the high number of non- 
reactors found there is not an exceptional. phenomenon but 
one applicable to many other districts both in Sweden and 
in other countries. If the B.C.G. vaccination of all non- 
reactors should meet with organizing difficulties, it could be 
initially confined to the newborn and to school-children 
just before the age of puberty. In addition, of course, all 
medical students, probationer nurses, and other hospital 
staff ought to be vaccinated, for it has been established 
by numerous investigations that these fall victims to 
tuberculosis to a greater extent than others. 

Tuberculin Control and Revaccination—Every vac- 
cihated person ought to be tuberculin-tested six to seven 
weeks after the vaccination. Should the reaction not be 
positive, revaccination ought to be done. Later on con- 
trols should also be undertaken now and then to see whether 
the tuberculin reaction is still positive, and in case of need 
vaccination should be repeated. Children vaccinated at 
birth may be conveniently controlled in the first and the last 
form at school. Probationer nurses and other hospital staff 
should be controlled before they start service at a sana- 
torium or other hospital ward where the risk of infection is 


particularly great. 


Summary and Conclusions 


The harmlessness of B.C.G. is established beyond doubt. If 
Wallgren’s method is used and the vaccine in a dose of 0.05 mg. 
is injected strictly intracutaneously, large abscesses very seldom 
appear (0.8%). Small abscesses occur in about 7.8%. They 
heal, however, relatively soon and without giving any persistent 
lesions. In newborn infants abscesses occur much more rarely 
(2.3%) than in older children and in adults. Nor does B.C.G. 
vaccination involve any other unpleasant effects. Birkhaug’s 
needle-puncture method cannot be recommended. 

The newborn become tuberculin-positive after vaccination to 
the same extent :as older children and adults, subsequently 
remaining positive for several years. 

Of the 22,413 B.C.G.-vaccinated cases during the period 
1942-7, only one developed tuberculosis—a pleuritis in a proba- 
tiener nurse who was tuberculin-negative in spite of two B.C.G. 
vaccinations. 

In other places where B.C.G. vaccination has been employed 
to a great extent a definite impression has been made that it 
gives good protection against tuberculosis, although on account 
of the absence of controls this cannot be regarded as proved. 

In earlier investigations published conjointly with Hedvall I 
have shown that pulmonary tuberculosis in adolescents often 
develops in connexion with a recent primary infection. Several 
other Scandinavian investigators have arrived at a similar view. 
Hyge’s investigation of a tuberculosis epidemic in a school 
would seem to have placed it beyond all doubt that B.C.G. 
vaccination can prevent a development of progressive pul- 
monary tuberculosis in the majority of cases. 

B.C.G. vaccination of all newborn infants and the vaccination 
of non-reactors, first proposed by Heimbeck, ought for this 
reason to be utilized to the greatest possible extent. 
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EXPOSURE TO D.D.T. 
BY 
M.D., D.P.H., D.LH. 
AND 
M. A. KHORRAM, M.D. 
(From the Anglo-Iranian Oil Co., Ltd., Iran) 


A. ANDERSON, 


Since 1943 some millions of people must have been 
exposed to D.D.T. in various forms and for varying periods 
of time, and it would appear from common experience that 
poisoning from D.D.T. in its insecticidal forms is most up- 
likely. Individual cases of poisoning have been recorded, 
but the effects of any solvent or vehicle used have seldom 
been completely ruled out. This applies especially to the 
common mixture of D.D.T. in kerosene. 

In July, 1946, D.D.T. residual spraying on a large scale 
was started in Abadan, South Iran. The solvent used was 
commercial kerosene, and fairly frequent chemical ex. 
aminations showed that a concentration of D.D.T. ranging 
from 3 to 4% was being obtained. Also in use was a 2.5% 
solution of D.D.T. in “ black oil” (a mixture of 75% gas 
oil and 25% fuel oil), which meant that there were three 
broad groups of exposed persons—the sprayers, the “ black 
oilers,” and the mixers. 

The sprayers were young men of the sweeper class who 
were trained to apply D.D.T. in kerosene to the walls of 
quarters and outhouses as a residual spray. The apparatus 
used was a standard “Four Oaks” knapsack spraying 
machine with a fine nozzle. The sprayers were organized 
in gangs, each gang being responsible for the spraying of a 
given housing area once every two months. The exposure 
was twofold—by the skin and by inhalation. 

The “ black oilers” were trained searchers for mosquito 
larvae. They carried a 1-litre can full of 2.5% solution 
of D.D.T. in gas-oil-fuel-oil mixture, and when they 
found mosquito larvae they sprinkled this solution on the 
breeding-place and reported it on returning to the office 
at night. The exposure was by the skin only. 

The mixers prepared both solutions in a yard. The first 
step was to prepare a sludge of D.D.T. by crushing 
the powder in solvent in a 4-gallon (18-litre) tin and trans- 
ferring the sludge to a 30-gallon (136-litre) drum of solvent. 
Difficulty in obtaining rapid solution was experienced, 
especially in the winter, which accounts for the fluctuation 
in the final concentrations obtained. The exposure in this 
case was by the skin only. 

After nine months of this fairly continuous exposure it 
was felt that an opportunity presented itself of attempting 
to assess the occurrence of any deterioration in health. 
Accordingly, those who had been exposed to D.D.T., num- 
bering 32 in all, were clinically examined and the results re- 
corded on a standard card. A control group of 36 sanitary 
workers were examined by the same means. The sanitary 
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ae 
workers earn the same wages, eat the same food, have the 
same living conditions, and only varied to any real extent in 


respect of age (see Table I). 


Taste I.—Comparison of D.D.T. Workers and Sanitary Workers 




















by Age 

Years D.D.T. Workers * Sanitary Workers 
—.. 13 10 
20- :- 3 on 
25- : 5 1 
_ .. 
35- ie 1 ; 
+s 4 2 3 
50- . 1 ; 
> ; 3 3 
65- : Fiat - 
» . _ 

Total .. 29 32 

28-7 years 41-4 years 
oy 151 18-0 











Three ages in the D.D.T. group and four in the sanitary Cry! were not recorded. 
It must be remembered, too, that these ages are as stated by the subject, who 


relies on memory only. 


A member of the chemical and development staff of the 
Anglo-Iranian Oil Co., Ltd., had previously worked out a 
method of estimating D.D.T. or its degradation product 
D.D.A. The method devolved on the isolation and estima- 
tion of organically bound chlorine in the urine, and to 
this end all the D.D.T.-exposed workers were admitted to 
hospital and a 24-hour sample of urine collected in chemi- 
cally clean bottles. The control group were not, of course, 
admitted to hospital. The chemical method’ was subse- 
quently discovered to be substantially similar to that of 
Smith and Stohlman (1944). 


Results of Investigation 


Both groups suffered from trachoma, with or without 
conjunctivitis, but not more frequently than occurs in the 
general population of South Iran. .Dental caries was con- 
siderably commoner in the control group, as would be ex- 
pected from the difference in age. Three workers in the 
control group and one worker in the exposed group were 
sufficiently under suspicion at clinical examination to 
necessitate examinations of sputa for tubercle bacilli. These 
were negative. The spleen was enlarged in three workers 
of the control group and in none of the exposed group. 

The control group showed no evidence of any abnorma-, 
lity in the central nervous system, while nine of the D.D.T. 
group were reported as showing “tremor of the hands.” 
The D.D.T. workers had been exposed for a mean period 
of nine months, the standard deviation being 2.3. The com- 
parative ages of the groups are shown in Table I, while the 
records of weight are shown in Table II. Table III gives a 
comparison of the groups by systolic blood pressure. 


TasBLe II.—Comparison of D.D.T. Workers and Sanitary Workers 














by Weight 
Lb. (Kg.) D.D.T. Workers Sanitary Workers 
70- (31-75) .. 1 2 
80- (36-29) 4 4 
90- (40-82) 4 5 
100- (45-36) 9 3 
110- (49-89) 5 8 
120- (54-43) 4 7 
130- (58-97) 5 4 
140- (63-50) -- 1 
150- (68-04) o 1 
160- (72-58) .. — ane 
#70—- (77-11) .. = 1 
Total .. 32 36 
Mean 109-1 + 3-0 lb. 113-6 + 3-7db. 
S.D. 16-9 22-0 











Difference between means = 4-5 
S.E. of diff. between means = 4-73 


TasBLe III.—Comparison of D.D.T. Workers and Sanitary Workers 
by Systolic Blood Pressure 





D.D.T. Workers Sanitary Workers 
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-) 


Total .. AF 31 
133-4 + 3-0 mm. Hg 
17-0 





140-4 + 4-4 mm. Hg 
25-9 











Difference between means = 7-0 
S.E. of diff. between means = 5-4 
In one case in each group the blood pressure was not recorded. 


Discussion 

According to Neal and von Oettingen (1946), who have 
so far given the best summary on the subject, there has 
been no case of poisoning by D.D.T. itself. These 
observers make it a point that in all the reported cases of 
poisoning, either by the skin or by ingestion through the 
intestinal tract, the effect of the solvent has not been ruled 
out. Gordon (1946), who conducted field observations in 
West Africa similar to those reported here, reached the con- 
clusion that kerosene was much more irritant than D.D.T. 
and put up a plea for a less toxic solvent. In our experience 
in Abadan—a large petroleum products refinery—we know 
that kerosene can cause vesication of such severity as to re- 
semble second-degree burns, especially under circumstances 
which allow of the clothes being soaked in it. The D.D.T.- 
exposed workers often suffered from vesication where the 
shoulder straps of the “Four Oaks” sprayer chafed the 
skin. This condition, however, decreased in frequency as 
time went on, which leads us to think that kerosene is the 
offending agent and not D.D.T. It is our experience that 
kerosene skin-effects behave in this manner—a fact also 
noted by Gordon. 

Cameron and Burgess (1945) give the signs and symptoms 
of D.D.T. poisoning as decrease in body weight, anorexia, 
muscular weakness, and fine tremors. In the workers ob- 
served there was no significant difference between the 
groups as regards weight (see Table II). Enlargement of the 
liver was found more often in the control group, and was 
almost certainly the résult of chronic malaria. The blood- 
pressure findings are statistically insignificant. | Muscular 
tremors were recorded in the exposed group, but bias 
cannot be ruled out, as it was impossible to organize the 
investigation so that the clinical examiner was unaware 
whether he was examining an exposed worker or a sanitary 
worker. 

The urine in no case showed organically bound chlorine. 
West and Campbell (1946) report that after prolonged ex- 
posure D.D.T. or D.D.A.—di(p-chlorophenyl)acetic acid— 
appears in the urine and increases progressively to a steady 
level of excretion. They further state that only a small 
fraction of the amount absorbed is excreted in the urine and 
bears no regular relationship to it. It would appear, there- 
fore, that this is an uncertain method of estimating exposure 
or absorption. 

Conclusion 


Buxton (1945) stated “without reserve and in simple 
words” that D.D.T. in its insecticidal form was perfectly 
safe. Other observers have since confirmed this, and our 
results are added confirmation from the field. Protective 
clothing in the form of oil-proof capes, masks, and gloves 
has been offered to these workers, but it is impossible to 
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insist on their use under the conditions pertaining in Abadan, 
where the maximum shade temperature may rise to 123° F. 
(50.55° C.), and was maintained during the summer of 1947 
at a daily average of over 110° F. (43.3° C.) for two months. 
The only equipment they would consent to use was over- 
alls and goggles, and the latter but rarely. These workers 
therefore have spent their working days with D.D.T. in 
oil solution in contact with the skin of their hands, arms, 
and shoulders. They also inhaled it in fine droplets or mist 
as it emanated from the “ Four Oaks” sprayer. 


So far as this investigation goes there is no reason to be- 
lieve that the continual use of D.D.T. in kerosene in a con- 
centration of 3.1% gives rise to any toxic effects. We agree 
with Gordon (1946) that it is unfortunate that kerosene is 
the commonest, cheapest, and most readily available 
solvent, and would add our voice to his plea for the use of 
a less noxious solvent, or for the increased use of emulsions 
where these are practicable. 


Summary 


Iranian workers engaged in handling D.D.T. in oily solution 
were examined clinically and compared with’a control group of 
sanitary workers, especially as regards weight and blood pres- 
sure, without significant difference being observed. 

It would seem that intoxication is most unlikely to arise from 
exposure to D.D.T. in oily solution under the conditions of use 
described here, where the wearing of protective clothing is 
impossible. 


We wish to thank Dr. S. D. McClean, Chief Medical Officer to 
the Anglo-Iranian Oil Co., Ltd., for permission to publish this 
article. 
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TRAUMATIC PSEUDO-CYST OF THE 
PANCREAS WITH PLEURAL EFFUSION 
REPORT OF TWO. CASES 


BY 


B. J. BICKFORD, M.B., F.R.CS. 

Registrar, Liverpool Chest Surgical Centre, Broad Green 
Hospital, Liverpool ; late Wing Commander, R.A.F.V.R. 
The general features of cysts and fluid collections in rela- 
tion to the pancreas are well known. The two cases here 
reported were associated with a left-sided pleural effusion 
and appear to be unusual enough to warrant publication. 


Case 1 


An R.A.F., sergeant aged 20 was crushed between two motor 
vehicles on Nov. 28, 1945, and was admitted to an R.A.F. 
general hospital on the same day. He was found to have 
multiple injuries, the most important of which were fractures 
of the left side of the pelvis and of the lower end of the right 
radius. There was no apparent fracture of the ribs. He was at 
first treated in a plaster spica, and the wrist was immobilized in 
a plaster cast after reduction of the fracture. As reduction of 
neither fracture remained satisfactory, on Dec. 7 the wrist was 
again manipulated, and the left leg was placed in a Thomas’s 
splint with extension by skin traction. Four days later the 
patient complained of pain in the left lower chest and his tem- 
perature rose to 101.4° F. (38.55° C.). The pyrexia gradually 
abated. but by Dec. 13 it was apparent that he had a consider- 
able left pleural effusion. This was confirmed by x-ray exami- 
nation : no rib fracture could be seen in the film. Pletral fluid 


to the amount of 10 ml. was aspirated for diagnostic purposes 


It contained many red cells ; of the leucocytes present 52% were 
polymorphonuclears and the remainder lymphocytes. 


aspirated on Dec. 17 and 400 ml. on Jan. 5, 1946. 


His temperature subsided after the initial fever, but rose mai 


100° F. (37.8° C.) on Jan. 7. He had no abdominal symptoms 
or physical signs until Jan. 8, when a swelling was noticed 
in the left upper abdomen. This swelling rapidly increased jg 
size and on the 9th presented a smooth, well-demarcated sem). 
circular edge which reached the midline in the epigastric region 
and extended downwards almost as far as the umbilicus, } 
appeared to originate beneath the left costal margin, did ng 
move with respiration, and was dull on percussion. A radig- 
graph of the chest showed that a moderate-sized pleural effy. 
sion was still present, and a film of the abdomen showed a dense 
smooth shadow in the left upper abdomen which displaced the 
stomach to the right and the intestine downwards. The lef, 
pleural cavity was aspirated, but only 20 ml. of deeply blood. 
stained fluid could be withdrawn. 

Various possible diagnoses were entertained at this time, but 
the presence of a rapidly enlarging abdominal swelling could 
not be readily reconciled with a pleural effusion becoming 
gradually more deeply blood-stained. It was thought that there 
might be a delayed rupture of the spleen, with a haematoma jp 
the lesser sac. The abdomen was explored through a left 
subcostal incision under general anaesthesia on Jan. 9. A very 
large cystic swelling was found to be occupying the left side 
of the upper part of the abdominal cavity. It was about 8 in, 
(20 cm.) in diameter*’and presented between the stomach and 
the transverse colon, displacing the former to the right and the 
latter downwards. The spleen, in the region of its hilum, was 
adherent to the thick wall of the cyst. The cyst wall was 
anchored to the anterior parietal peritoneum and was drained 
by a large tube brought out through a separate stab incision, 
The cyst contained about 1,100 ml. of clear yellowish fluid with 
a slightly green tinge. The diastatic index of the fluid was 10 
units, and small amounts of trypsin were present, but no lipase. 

The patient made an uninterrupted recovery from the opera- 
tion. By connecting the drainage-tube to a bottle beside the 
bed excoriation of the skin was entirely avoided. By .the 46th 
post-operative day the fistula had become dry and remained 
permanently so. 

During convalescence the pancreatic function was further 
investigated. There was normal splitting of the faecal fat, and 
the glucose-tolerance curve was normal. The haemothorax 
progressively diminished after operation. On Jan. 16, 150 ml. 
of blood-stained fluid was aspirated; eight days later only 
15 ml. could be removed, and no further aspiration was needed. 
By March 5S the patient was feeling very well. A radiograph of 
the chest showed that the effusion had completely disappeared. 

‘He was discharged on March 25, and when seen again on 


April 8 he had no abdominal symptoms and his wound remained 


soundly healed. 
Case 2 


An airman aged 21 was crushed between a wall and a motor 
vehicle on Nov. 20, 1945, while serving in Germany. He was 
admitted to a British general hospital and underwent laparatomy 
on the same day. A ruptured spleen was removed and an in- 
tussusception of the small intestine was reduced. At first he 
made a good recovery from the operation, but eight days later 
he developed a cough with blood-streaked sputum. A left-sided 
pleural effusion was discovered, and 16 days later, on Dec. 14, 
850 ml. of orange-coloured fluid was aspirated. He was 
evacuated by air on Dec. 31, and was admitted to an R.A. 
general hospital in this country. ' 

He complained only of occasional cramp-like pain in the left 
lower chest and upper abdomen. On examination he was rather 
thin, but the only definite abnormality was a left pleural effu- 
sion, confirmed by x-ray examination. On Jan. 3, 1946, 10 ml. 
of the fluid was aspirated for diagnostic purposes. It contained 
fairly numerous leucocytes, of which 92% were lymphocytes. 
It was sterile on culture. He had few symptoms, but showed 
little clinical improvement. On Jan. 16, 57 days after his 
accident, he vomited once, and himself noticed a swelling in his 
abdomen. None had been present when he was examined four 
days before, but now there was a large swelling in the left 


vies. As a 
fluid continued to increase, 1,090 ml. of blood-stained fluid was 
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subcostal region. It felt tense and was somewhat tender. It 
extended downwards from beneath the left costal margin almost 
to the umbilicus, and, to the right, 1 in. (2.5 cm.) across the mid- 
line. It was dull on percussion, with a band of resonance cross- 
ing its lower part. Coming so soon after the previous case, a 
confident diagnosis of pseudo-cyst of the pancreas was made, 
and a laparotomy was undertaken under general anaesthesia 
on the following day. A midline upper abdominal incision was 
made and a large thick-walled fluid collection was immediately 
found. It filled the lesser peritoneal sac, and the stomach and 
transverse colon were spread out over its anterior wall, to which 
they were intimately adherent and from which they could not be 
separated without causing troublesome bleeding. It did not 
appear to be possible to perform an anastomosis between the 
cyst and the stomach or jejunum, and after aspirating 1,700 ml. 
of slightly blood-stained fluid a drainage-tube was inserted into 
the cyst between the stomach and the transverse colon. The 
cyst wall was anchored to the abdominal wall and the tube was 
brought out through a separate stab incision to the left of the 
main incision, which was then closed. 

There was a considerable ooze of blood from the wound on 
the first post-operative day, and as this was not affected by 
blood transfusion and by injection of 80 mg. of vitamin K 
intravenously the wound was reopened under general anaes- 
thesia. Numerous small bleeding-points in the superficial part 
of the wound were secured, and thenceforward progress was 
satisfactory. 

The fluid drained from the cyst had a diastatic index of 8 
units, and contained trypsin in fairly large amount, but lipase 
was not present. From 200 to 300 ml. of fluid was drained 
daily at first and was deeply blood-stained for three weeks. 
By the 30th post-operative day the amount of discharge had 
greatly diminished and the tube was removed. Ten days later 
the discharge, although small in quantity, had produced an area 
of digestion around the sinus mouth. The reaction of the fluid 
was alkaline, and dressing with 1% acetic acid produced rapid 
improvement, although it was not until the 79th post-operative 
day that the sinus was finally healed. 

The pleural effusion rapidly subsided after operation, and 
a radiograph of the chest on Feb. 1 (15th post-operative day) 
showed that the fluid had absorbed. During convalescence the 
pancreatic function was normal, as judged by a glucose- 
tolerance curve and by splitting of the faecal fat. On March 20 
a barium meal showed normal appearances -in the stomach 
and duodenum, without any displacement. A cholecystogram 
showed normal gall-bladder concentration, filling, and empty- 
ing. He was sent to a rehabilitation unit on April 16, and when 
seen four weeks later he was feeling quite well apart from 
becoming rather easily fatigued. 


Discussion 

Much the most common type of cyst of the pancreas is 
the “ pseudo-cyst ” due to the escape of pancreatic secretion 
into the tissues after injury or acute pancreatic necrosis, 
or associated with chronic pancreatitis. The frequency of 
trauma in cases reported in the literature is variable. Thus 
of 134 cases recorded by Judd (1921), McWhorter (1925), 
Judd, Mattson, and Mahorner (1931), Koucky, Beck, and 
Todd (1941), Rabinovitch and Pines (1942), Johnson and 
Lee (1942), and Pinkham (1945), 14 (9.6%) appear to have 
been preceded by significant trauma. On the other hand, 
almost a quarter of the cases in the large series collected 
by Koerte (1898) and by Takayasu (1898) had a history of 
injury. 

The two cases now reported are peculiar in that each 
was accompanied by a large left-sided pleural effusion, an 
association which does not seem to have been previously 
noted. The cause of the effusion in each case is uncertain. 





It seems most likely that the effusion was the result of 
injury to the chest wall or lung at the time of the initial 
accidents. In Case 1 there may have been a small haemo- 
thorax which in turn excited a reactive effusion. In Case 2 
4 post-traumatic consolidation of the lung may well have 
caused a pleural effusion. It is unfortunate that there 


was no reason for giving particular attention to the chest 
in the early stages of the illnesses, but no sign of a fracture 
of the ribs could be seen in radiographs of the chest taken 
after the effusion had cleared. Injury to the lung may, of 
course, occur even in the absence of obvious fracture of the 
ribs. Other possible causes of effusion would appear to 
be pulmonary infarction, or a reaction to the collection of 
irritating fluid under the left dome of the diaphragm. But 
effusion is very rare after infarction of the lung, and it 
seems certain that a reactive effusion would have been noted 
in other reported cases of pseudo-pancreatic cyst if this 
sequence of events was at all common. Furthermore it is 
not possible to reconcile the deeply blood-stained fluid 
noted in Case 1 with the irritation hypothesis. 

One other feature of these two cases calls for comment. 
It is that increase in the size of the swelling in the abdomen 
took place very rapidly—indeed, in the first case causing 
some alarm on this account. Koucky, Beck, and Todd 
(1941) reported six cases in which a pancreatic pseudo-cyst 
ruptured spontaneously into the general peritoneal cavity. 
Four of these patients died. It is evident that the rapid 
enlargement of a swelling suspected of being a pseudo- 
cyst of the pancreas is an indication for early operation 
without too much delay on account of uncertainty of the 
diagnosis. 

The usual method of treatment of a pancreatic pseudo- 
cyst in the past has been simple drainage, and this gives 
results which appear on the whole to be satisfactory. 
Sometimes secondary collections of fluid need drainage, and 
occasionally a chronic pancreatic fistula needs further treat- 
ment—e.g., by implantation into the stomach (Gutierrez, 
1926) or by radiotherapy (Culler, 1920; Hamilton, 1922). 
Where it is practicable the most satisfactory operative pro- 
cedure would seem to be primary anastomosis of the cyst 
to the stomach (Mahadevan, 1943) or to the jejunum 
(Chesterman, 1943): it may not always be technically 
possible on account of the situation of the cyst and the 
nature of its wall. Treatment by repeated aspiration is both 
ineffective and dangerous. 


Summary 

Two cases of pancreatic pseudo-cyst following closed 
abdomino-thoracic injury are described. Both were associated 
with a left-sided pleural effusion which is thought to have been 
due to a concomitant injury to the chest wall or lung. 

The aetiology and treatment are briefly discussed. 

I wish to express my thanks to Group Captain J. C. Scott and 
Wing Commander Christopher Hardwick, who referred these cases 
to me. Acknowledgment is also due to the Director General of 
Medical Services, Royal Air Force, for permission to publish details 
of these cases. 
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The Mental Nurses’ Subcommittee has recommended increased 
salary scales for post-registration student mental nurses. They 
are endorsed by the Nurses’ Salary Committee and accepted by the 
Minister of Health. The total annual value of salary and emolu- 
ments now ranges from £230 to £250 according to qualifications. 








1136 JUNE 12, 1948 BALANCED-PULSE GALVANISM seen ee ae 7 





oe 
bei 


ie 





_. BALANCED-PULSE GALVANISM 


APPLICATION OF A NEW PRINCIPLE AVOIDING 
IONIZATION EFFECTS 


BY 


C. E. G. WICKHAM, M.B., M.R.C.S. 


Wing Commander in Charge of R.A.F. Medical Supplies 
Organization 


Ordinary methods of galvanic stimulation are associated 
with certain limiting disadvantages, chiefly the ionization 
effects, burning or pain, inseparable from prolonged 
unidirectional stimulation. These side-effects often pre- 
clude the use of current strong enough to produce adequate 
contraction in some denervated muscles, and so seriously: 
limit the usefulness of this form of therapy. A number 
of valve-operated stimulators are on the market, but they 
normally provide only unidirectional current and require 
a reversal mechanism whereby the polarity can be reversed 
for a period sufficient to neutralize ionization effects. The 
necessity for such current reversal leads to unwanted 
cathode or anode closing contractions. 

This communication describes an apparatus for galvanic 
stimulation free from such disadvantages. It was evolved 
at the suggestion of Professor H. J. Seddon, of the Wing- 
field-Morris Orthopaedic Hospital, Oxford, and Dr. C. B. 
Heald, at that time Consultant in Physical Medicine to the 
Royal Air Force, and was developed and produced in the 
laboratories and workshops of the Royal Air Force Medical 
Supplies Organization at the hands of Mr. R. Brennand, 
A.M.LE.E., and Mr. B. C. Elliott. In view of the principle 
employed, it has been called a “ balanced-pulse generator,” 
and continuous clinical trials in Royal Air Force rehabilita- 
tion units over the past two years amply confirm that 
this principle overcomes the disadvantages of ordinary 
galvanism. 

The principle of balanced-pulse galvanism is that when 
a slow sinusoidal wave-form is produced wherein a stimu- 
lating pulse of relatively high amplitude and short duration 
is followed by a pulse of opposite polarity, subliminal in 
amplitude and prolonged in duration, and the relative values 
of these pulses can be equalized or “ balanced,” then no 
ionization effects are produced at the active electrode. 
Mathematically 

It=iT or It—iT=0 


where I=intensity of stimulating pulse current, t=duration 
of stimulating pulse current, i=intensity of opposing pulse 
current, and T=duration of opposing pulse current. By 
keeping the opposing pulse subliminal in intensity it pro- 
duces no contraction, and by ensuring an almost “ square ” 
form to these pulse waves true galvanism effects are ob- 
tained. It has also been found that by giving a sloping 
wave-front of some 60 milliseconds’ duration to the stimula- 
ting pulse the pain effect of stimulation is normally less than 
with ordinary galvanism. Fig. 1 shows cathode-ray oscillo- 
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gram tracings of the current produced by the balanced- 
pulse generator and that produced by comparable inter- 
rupted galvanism. The stimulating pulse of the balanced- 


ae 
pulse generator has the following electrical characteristics. : 
maximum peak voltage available, 150; milliamperes » 
peak voltage available, 25; type of current, semi-surg; 
(with subliminal reversal); pulse frequency, 0.5 cycle Der 
second ; pulse duration, 0.3 second ; polarity, constant, 

The advantages of employing this “ balanced-pulse” 
principle are that, since ionization is eliminated, stimulation 
is less disturbing to the patient, who can now tolerate g 
current far stronger than would otherwise be bearable ang 
so-allow of a more effective muscle contraction 
attained. Furthermore, with the absence of any ionic burn. 
ing or even reaction of erythema, longer treatment can be 
given at each sitting and there is no tissue damage to pre. 
vent the early re-employment of the same motor point for 
further treatments. 

The electrical circuit of the generator employs three valve 
stages and a full-wave valve rectifier to furnish the neces. 
sary D.C. power from the normal A.C. mains supply. The 
first valve stage produces a sinusoidal output at 0.5 cycle 
per second. This frequency is a pre-set one, which, how. 
ever, can be altered if required. The second valve 
“ squares ” the character of this sinusoidal wave by means 
of a pre-set variable bias control and regulates the ratio 
between the pulse and its quiescent period. This ratio is 
arbitrarily fixed at 1:5. The third valve stage provides the 
balancing component, which is capable of variation through 
a pre-set potentiometer. This balancing component will 
cater with outputs up to a predetermined limit, and fresh 
settings are required if higher outputs are used, otherwise 
ionization wi!l occur. To avoid ionization effects, settings 
must be so prearranged that the product of “ pulse. 
amplitude ” and “ time,” for both pulse and quiescent phase, 
are equal—i.e., the areas covered by the wave forms on 
either side of the datum line must be equal. 

The apparatus has proved to be very simple in operation, 
there being only two panel controls to operate. These are 
an output-control knob and a meter-resistance switch 
whereby easily readable deflections of the centrally 
mounted output milliammeter may be obtained throughout 
the whole range of output available (see Fig. 2). 





Fic. 2 


Work is now proceeding to improve on the present 
apparatus so that, instead of a single arbitrary type of 
balanced pulse being produced, a selection of pulses with 
varying durations and at different frequencies will be avail 
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able. Among other advantages this apparatus will include 
an improved balancing network which will be correct at 
all values of patient load and output-control setting. This, 
it is felt, should provide a greatly improved replacement for 
the existing types of stimulators which do not utilize thi 
balanced-pulse principle. Such an apparatus would alle 

accurate calibration of doses and permit currents with t& 
characteristics found best suited to each individual case 

be recorded and repeatedly applied as necessary. 
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Summary 
A valve-operated stimulator is described whereby interrupted 
galvanism, free from ionization side-effects, can be given. The 
principle employed in the production of the current ensures 
freedom from ionic burning at the active electrode without the 
use of any current-reversal mechanism, and treatment from this 
source of galvanism is less painful and avoids tissue damage at 


the motor point. 

I am indebted to the Director General of the Royal Air Force 
Medical Services for permission to publish this communication, and 
to Squadron-Leaders E, F. Mason and W. J. W. Sharrard for many 
clinieal reports and much helpful advice and criticism. 








Medical Memoranda 








Coronary Artery Disease, Hypertension, and 
Hypercholesteraemic Xanthomatosis 


It is our purpose to draw attention to a well-defined clinical 
syndrome of related cutaneous and cardiac disease, and to 
illustrate the condition by reference to two cases. Substernal 
discomfort related to effort, or vague dyspeptic symptoms 
occurring in patients showing cutaneous xanthomata, should 


be carefully investigated. 

Atheroma of the coronary arteries is undoubtedly the com- 
monest cause of angina pectoris or cardiac infarction, and is 
occasionally associated with a hypercholesteraemic cutaneous 
xanthomatosis. The precise relationship in man of a raised 
blood lipoid and atheromia of the arteries is not yet clear. It 
may be that primary cutaneous xanthomatosis of the hyper- 
cholesteraemic type with atheroma represents a disturbed intra- 
cellular lipoid metabolism (Thannhauser, 1940). It is important 
to recognize this syndrome, as it may appear in relatively 
young persons and has a grave prognosis (British Medical 
Journal, 1939). The following two case histories are believed 
to be examples of this condition. 


Case 1 

A housewife aged 42 had had scarlet fever at the age of 6, 
but had no history of any other significant illness. Her father, 
aged 65, was hypertensive and had experienced two hypertensive 
cerebral attacks. The patient had made a slow recovery from a 
forceps delivery 17 years before. Following this she began to have 
flatulent dyspepsia and substernal discomfort. 

When seen by a consultant physician four years previously she 
described two distinct thoracic pains: a burning sensation in the 
substernal region which might come on at. any time, and a sub- 
sternal discomfort which gripped her chest and was brought on by 
exertion, forcing her to rest. For these symptoms cholecystectomy 
was performed 12 months later. She had observed the condition 
to be progressive. During the three months before admission to 
hospital she had been forced to rest when walking up the slight 
incline to her house. There were no other significant symptoms. 

The positive findings on examination were: xanthoma palpebrarum 
without other skin lesions; blood pressure of 200/130; minimal 
retinal arteriosclerosis ; and normal cardiovascular outline and excre- 
tory pyelogram. Examination of the oesophagus with barium did 
not show any evidence of cardiospasm. The electrocardiogram was 
within normal limits. The blood non-protein nitrogen*was 27- 
30 mg. per 100 ml., and the serum cholesterol 420-500 mg. per 
100 ml. The urine was entirely normal, as was a modified urea- 
concentration test (McGeorge, 1945). A Smithwick lumbo-dorsal 
splanchnicectomy was performed. 


Case 2 

A housewife aged 48 had suffered from scarlet fever complicated 
by otitis media at the age of 3, and a hysterectomy for fibroids had 
been performed at the age of 46. Her mother had died at the 
age of 69 from coronary artery disease. An interesting family history 
of xanthomatosis was elicited, two female first cousins (on the pater- 
nal side), aged 48 and 50, being affected by xanthomatosis of the 
skin of a few years’ duration. The patient did not smoke or drink. 

Three and a half years before admission she began to experience 
pain in the chest and palpitation; for the previous six to nine 
months the pain had become more severe. It was classically anginal 
in type, was brought on by slight exercise, excitement, meals, or 
cold weather, and was relieved by rest or glyceryl trinitrite. - She 
had never had pain at rest or any prolonged thoracic pain. She 
told, in addition, of pain in the neck and jaws, right shoulder, and 
arm. She complained of flatulence but not nausea or vomiting. 
Menopausal symptoms had followed the hysterectomy. 


The patient showed bright yellow xanthomata at the inner canthus 
of both eyes. The heart was normal in shape, size, position, and 
sounds; the blood pressure was 210/130; there was no albuminuria ; 
the electrocardiogram was normal; the patient’s serum cholesterol 
was 630 mg. per 100 ml. A lumbo-dorsal sympathectomy proved 
-_ a necropsy advanced coronary and aortic atheroma was 
observed. 


We wish to acknowledge the guidance of Prof. Henry Cohen and 
Dr. E. T. Baker-Bates. 
E. SHERWOOD Jones, M.B., M.R.C.P., 


Medical Registrar. 
Puitip W. Rosertson, M.B., Ch.B., 
Royal Infirmary, Liverpool. Resident Medical Officer. 
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Torsion of the Gall-bladder 


Torsion, or volvulus, of abdominal organs accounts for a fair 
proportion of acute emergencies. Ovarian cysts and the 
sigmoid colon are the commonest sites, but few, if any, abdo- 
minal organs are immune. The gall-bladder rarely undergoes 
torsion. When it does, early recognition of the need for opera- 
tion is vital. Recovery is the rule after operation during the 
first 48 hours, but a high mortality attends operation delayed 
beyond this period. 
Case REPORT 

A man aged 67 was admitted to Redhill County Hospital, 
Edgware, on June 15, 1946. He complained of colicky abdominal 
pain of increasing severity which had started on the previous day. 
He had vomited once. The bowels had not been opened despite 
the administration of an enema. He had had no similar symptoms 
previously and his health had been fairly good, though he had 
had some indigestion. 

On examination the patient was pale and appeared toxic and 
rather senile. The temperature was 97° F. (36.1° C.), pulse 100. 
The tongue was very dirty. The heart was enlarged. There was 
board-like rigidity of the whole abdominal wall, with pronounced 
tenderness which was maximal in the right hypochondrium. No 
mass was felt. 

Operation—In the evening of 
the day of admission the abdomen 
was opened by an upper right 
paramedian incision. The black 
shiny fundus of the swollen gall- 
bladder (see accompanying photo- 
graph) immediately presented. 
Further inspection revealed a com- 
plete torsion of the neck and 
patches of gangrene on the body 
of the gall-bladder. The neck was 
untwisted and cholecystectomy was 
performed with great ease. The 
abdomen was closed’ without 


drainage. ’ 
Post-operative Course—For the first two or three days evidence 


of toxaemia persisted. Dirty fluid was aspirated from the stomach 
through a Ryle’s tube, and 1 pint (570 ml.) of plasma and 1 pint of 
glucose-saline were given intravenously. Subsequently the patient 
improved rapidly. He was allowed up on the tenth post-operative 
day and left hospital in good health a week later. 














Photograph of black distended 
gall-bladder showing site of 
torsion. 


COMMENT 

Torsion of the gall-bladder occurred atypically in a male 
patient. The clinical picture conformed with the usual descrip- 
tions, but tenderness and rigidity of the abdominal. wall 
prevented the palpation of a tumour. The gall-bladder had a 
short attachment by its neck to the liver. There were no gall- 
stones. 

Torsion of the gall-bladder may be diagnosable pre-opera- 
tively if a rounded mobile swelling varying in hardness is 
palpable in the right hypochondrium ; otherwise the condition 
is apt to be mistaken for acute cholecystitis, perforated duo- 
denal ulcer, or acute appendicitis. -Should non-operative treat- 
ment be contemplated on the basis of one of these diagnoses, 
the possibility of the existence of a strangulation, or a twisted 
gall-bladder, inter alia, should be carefully considered, for in 
such conditions delayed operation greatly jeopardizes, the life 
of the patient. ' 


FRANK Forty, M.B., B.S., F.R.C.S., 
Surgeon, Redhill County Hospital, Edgware. 
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ELECTROCARDIOGRAPHY 


Unipolar Lead Electrocardiography. Including Standard Leads, 
Unipolar Extremity Leads and Multiple Unipolar Precordial 


Leads. By Emanuel Goldberger, B.S.. M.D. (Pp. 182; 88 
illustrations. 20s.) London: Henry Kimpton. 1947. . 
This book is a small classic. Here modern electrocardio- 


graphic interpretation is shown to rest on sound scientific 
criteria and to have outgrown empiricism. The author must be 
congratulated on presenting valuable data clearly, concisely, 
and methodically. No word or illustration is wasted. This is 
a book no cardiologist should be without. Dr. Goldberger 
maintains that an electrocardiogram should include precordial 
leads V1—6, unipolar extremity leads, and the three standard 
leads. Few who have bothered to use these leads will disagree. 
The author’s augmented unipolar extremity leads are naturally 
preferred to Wilson’s leads. He clearly explains the mathe- 
matical relationship between all the extremity leads and upholds 
the Einthoven triangle theory. 

The left side of the interventricular septum is believed to be 
stimulated before any other part of the heart. This, followed 
by the outward spread of the excitation wave through the walls 
of the ventricles, is held responsible for the normal QR pattern 
in leads which face the left ventricular surface, for the QS 
pattern in leads which face the left ventricular cavity, for the 
RS pattern in leads which face the right ventricular surface, 
and for the RS pattern in leads which face the right ventricular 
cavity. The large Q wave in QR patterns seen in posterior V 
leads is attributed to the fact that such leads face the cavity as 
well as the surface of the left ventricle. All QRS configurations 
can be analysed in terms of these five basic patterns. 

The author fully describes the effects of rotation in three 
planes. Rotation about the antero-posterior axis gives rise to 
the well-known vertical or horizontal positions. The QS com- 
plex seen in VL with vertical hearts is ascribed to transmission 
of left ventricular cavity potentials to this lead. VF shows a 
QR pattern because it faces the surface of the left ventricle. 
Clockwise rotation about the longitudinal axis results in RS 
patterns from V1 to V4 or 5. Anti-clockwise rotation brings 
QR patterns further to the right than usual—i.e., to V3 or 4. 
Posterior rotation about the transverse axis, or backward tilting 
of the apex in vertical hearts, may cause both VR and VL to 
exhibit a QR pattern, reflecting potentials at the back of the 
heart, and lead VF may show an RS pattern because it faces 
the surface of the right ventricle. 

With regard to maximum voltage he sets the limit 
at 12 mm. in VL (with horizontal hearts) and at 19 mm. 
in VF (with vertical hearts). Higher voltage denotes left 
ventricular hypertrophy. Low voltage is accepted if the 
amplitude of QRS is less than 5 mm. in each of the augmented 
unipolar extremity leads. 

The author distinguishes ventricular strain from ventricular 
hypertrophy, and recognizes it by the occurrence of T-wave 
changes denoting a reversed direction of spread of the regression 
wave without corresponding QRS changes—that is, RS-T-depres- 
sion and T wave inversion in V5 and 6 in left ventricular 
strain, and in V1-3 in right ventricular strain, QRS remaining 
normal. 

His description of the abnormal electrocardiogram follows 
conventional lines but is everywhere coloured by the important 
conditions imposed by the position of the heart and recognized 
by means of unipolar extremity leads. For example, an inverted 
Tl and T VL associated with a QR pattern in VL merely 
denotes gross anti-clockwise rotation, or backward tilting of the 
apex in a vertical heart, so that VL represents potentials at the 
back of the heart. 
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RECENT THERAPEUTICS 


The 1947 Year Book of General Therapeutics. aint Oscar 
W. Bethea, Ph.M., M.D., F.A.C.P. (Pp. 455; illustrated. 21s) 
Chicago: The Year Book Publishers. London: H. K. ie? 
and Co. 1947. ‘ 


Abstracts may be intended to indicate only the scope and cop. 
tents of articles in a particular field of medical knowl ; 
serving merely as guides to fuller sources ; but if they are made 
longer it should be to spare the busy general reader from hayj 
to seek the original. Editorial comment can help to restop 
the perspective altered by condensation. Conclusions given with. 
out the means of assessing the evidence for them may arouse 
curiosity, but they cannot uncritically be carried into practice 
These principles have not always been followed in the abstract 
that make up this book. The abstracts as well as the works 
from which they are drawn vary in quality, and the editor gives 
us little help in separating the good from the bad. Some of 
the most satisfactory abstracts are those in which original tables 
have been reproduced, and we wish more space could have 
been given to such original data. As it is many of the 
claims put forward for treatments old and new must appear 
dogmatic. 

With these reservations this member of the “ Year Book” 
series will help many to learn the recent progress in therapeutics, 
for it provides in a conveniently accessible form the conclusions 
from some of the most important medical papers that haye 
appeared in 1946 and 1947. The value of old remedies such as 
gold and salicylates is reassessed. The dangers and limitations 
of gold salts in rheumatoid arthritis are again stressed; BAL 
may be a useful antidote to toxic reactions. The accounts 9 
sulphonamides and penicillin do not take up so much space as 
in recent years; their uses are already well defined, but new 
ways of giving them are being investigated. A mixture of sul- 
phonamides is safer than the equivalent dose of a single 
compound. Adequate blood levels of penicillin can be achieved 
with large doses by mouth, and caronamide and sodium 
benzoate delay excretion. For most of us streptomycin is still 
an untried antibiotic ; we may look forward to using it in infec 
tions -caused by Gram-negative bacilli and Haemophilus 
influenzae, but results in Salmonella and Brucella infections are 
discouraging. There are informative abstracts on BAL; 
thiouracil derivatives, including the promising propyl com 
pound ; the antihistamine drugs; the nitrogen mustards ; and 
radiophosphorus. The pharmacologist provides several new 
preparations, including the insulin mixtures and curare. There 
are few results of recent vitamin research that require notice 
in clinical medicine. - A few papers on folic acid have been 
included, but without warning of the risk of cord degeneration 
that patients with pernicious anaemia may suffer when treated 


ness. Some of the striking results of vitamin-D therapy for 
lupus vulgaris are summarized. 

The effect of the war is still evident, for there are few cont 
butions from the Continent of Europe ; on-the other hand w 
owe BAL and the nitrogen mustards to war research, and in the 
last few years there has been much good work on the treatment 
of tropical diseases which is now being brought together. 
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TEXTBOOK OF GYNAECOLOGY 


Gynecology. With a section on Female Urology. By Lawrence 
R. Wharton, Ph.B., M.D. Second edition. (Pp. 1,027; 479 
illustrations. 50s.) Philadelphia and London: W. B. Saunders 
Company. 1947. 


The first edition: of this book appeared in 1943 and 
universally acclaimed as one of the great textbooks @f 
gynaecology in the English language. The author has take 
very great care in bringing the new edition up to date. & 
discusses most of the recent gynaecological work and has i 
cluded many new illustrations. The paper is far better th 
that of the 1943 edition, and the new illustrations are of hi 
quality. The sections on female urology are outside the p 
vince of British gynaecologists, although they may be studie 
with interest. 
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The arrangement of the book is open to criticism, for the 
section on the examination of the patient might more con- 
yeniently be placed before the descriptions of dysmenorrhoea 
and irregular haemorrhage. The book’s main fault is the 
disproportion between the extreme detail of some parts and the 
superficiality of others. The author discusses carcinoma of the 
yulva very superficially and should have written much more 
on leucoplakia and kraurosis of the vulva. The chapter on 
ovarian tumours is inferior to the rest of the book. The literary 
style is harsh and often discordant. The sentences are short 
and to the point—rather like a mass production of Macaulay. 
The historical allusions are of very great interest and are well 
chosen, particularly the story of the work of Marion Sims on 
urinary fistulas and of McDowell's operations for the removal 
of ovarian tumours. On the other hand, the author does not 
mention Matthews Duncan’s description of metropathia 
haemorrhagica, nor give priority to Percival Pott for removing 
poth ovaries from a woman in the child-bearing period of life. 
Perhaps the most admirable feature of the.book is the great 
emphasis the author places on the diagnosis of carcinoma of the 
cervix in its earliest stages and the very careful discussion of 
the aetiology of this form of carcinoma. All who teach 
gynaecology should study the pages after p. 493, on the treat- 
ment of carcinoma of the cervix. Throughout the book 
operative treatment is well described and well illustrated, in 
particular the Manchester—Fothergill operation, which is beauti- 
fully illustrated. The author emphasizes the interposition 
operation too much. The book is. long, and, though not 
sufficiently comprehensive, should be invaluable to senior 
students of gynaecology. 


WILFRED SHAw. 


OBSTETRICS FOR STUDENTS 


Obstetrical Practice. By Alfred C. Beck, M.D. Fourth edition. 
(Pp. 966; 1,068 illustrations. 38s. 6d.) Baltimore: The Williams 
and Wilkins Company. London: Baillitre, Tindall and Cox. 
1947. 


This book was first published in 1935 and is perhaps not so well 
known in Britain as other standard textbooks published in the 
US.A. It is intended for undergraduates and young practi- 
tioners, but we might expect that the former at least would be 
deterred by a book of nearly 1,000 pages. However, large clear 
print with ample spacing and profuse illustrations account for 
its size. The subject matter, with the possible exceptions of 
chapters on the physiology of the foetus and placenta and on 
the maternal metabolic changes during pregnancy (which are 
otherwise excellent), is not too detailed or advanced and makes 
for easy reading and learning. The illustrations, which are 
mainly simple line drawings, are basically the work of the 
author and constitute the most attractive feature of the book. 
Having studied these no student should find the slightest 
difficulty in understanding the various mechanisms of labour, 
pelvic anatomy. or obstetric manceuvres. 

The order in which the author discusses the subjects departs 
from tradition and has much to be said in its favour, although 
it is unfortunate that he describes pelvimetry in association 
with the managemert of labour rather than as a feature of 
antenatal care. The author never fails to refer to the physio- 





logical background when describing clinical conditions. The 
pen portraits of famous obstetricians of the past, which are 
interspersed throughout, serve to broaden the outlook of the 
reader and to arouse interest. Indeed, the book has many good 
points, but the chapter on analgesia and anaesthesia deserves 
special mention. 

In general, however, the author’s outlook on management and 
treatment is so conservative as to run the risk of being termed 
old-fashioned. This criticism applies especially to the sections 
on breech delivery and uterine action and its disorders, as well 
as many others. and to the attitude adopted throughout towards 
lower-segment caesarean section. For instance, is pubiotomy 
really preferable to this operation in the treatment of mento- 
posterior position? It is unfortunate that the methods of 
treatment advocated tend to lag behind our knowledge of 
physiology and pathology, for the book has otherwise so much 
to commend it—above all its teaching diagrams. 


T. N. A. JEFFCOATE. 


BOOKS RECEIVED | 


{Review is not precluded by notice here of books recently received] 


The Training of a Doctor. By the Medical Curriculum Com- 
mittee of the B.M.A. (Pp. 151. 7s. 6d.) London: Butterworth. 
1948. 

This book was the subject of a leading article in the Journal of 
May 29 (p. 1033). 


Mental Testing of Hebridean Children in Gaelic and English 
By C. A. Smith, M.A., B.Ed., and D. N. Lawley, M.A., D.Sc. 
(Pp. 42. 1s.) London: University of London Press. 1948. 

A monograph, with statistical analysis, on the testing of 415 children. 


The Question of Lay Analysis. By Sigmund Freud. (Pp. 81. 


9s.) London: Imago Publishing Coy. 1947. 
An essay on psycho-analysis by laymen, first published in 1926 


By Dr. B. Bibus. 


Die Betderseitige Nierensteinkrankheit. 
Wilhelm Maudrich. 


(Pp. 169. 60 Austrian shillings.) Vienna: 
1948. 
A monograph on bilateral renal lithiasis, with emphasis on treatment. 


Arztliche Rheokardiographie. By W. Holzer and K. Polzer. 
(Pp. 141. 15 Austrian shillings.) Vienna: Wilhelm Maudrich. 
1948. 

The author describes his method of electrocardiography with a 
special circuit. 


Grundriss der klinischen Diagnostik. By Hans Horsters, M.D., 
D.Ph. (Pp. 698. Rm.18.) Berlin: Urban and Schwarzenberg. 
1947. "Rete 

A manual of clinical diagnosis in medicine. , 


The Practice of Group Therapy. Edited by S. R. Slavson. 
(Pp. 271. 21s.) London; Pushkin Press. 1947. 

Articles by American psychiatrists and psychologists on different 
aspects of group therapy. 


Gynaecological and Obstetrical Anatomy. By C. F. Vs Smout, 
M.D., M.R.C.S., and F. Jacoby, M.D., Ph.D. 2nd ed. (Pp. 248. 
40s.) London: Edward Arnold. 1948. 

Intended primarily for undergraduate and postgraduate students. 


Modern Mental Treatment. By E. C. Dax, M.B., B.S., B.Sc., 
D.P.M. (Pp. 88. 4s. 6d.) London: Faber and Faber. 1947. 


An account of mental treatment by physical methods; intended for 
nurses. 


Problems of Hospital Ad ministration. Edited by C. E. Prall. 
(Pp. 106. No price.) Chicago: Physicians’ Record Coy. 1948. 

A study based on _ personal interviews with 100 hospital 
administrators. 


The Pathology of Nutritional Disease. By R. H. Follis, Jr., M.D. 
(Pp. 291. 35s.) Oxford: Blackwell. 1948 ; 


A textbook with bibliography. § 


Some British Pioneers of Social Medicine. By Major Green- 
wood, D.Sc., F.R.C.P., F.R.S. (Pp. 118. 12s. 6d.) London: 
Geoffrey Cumberlege (O.U.P.). 1948. 
Essays on public health in the 18th and 19th centuries. 


Fear. By M. P. Leahy, M.B., B.Ch., B.A.O. (Pp. 165. 
London: Research Books. 1948. 

The treatment of fear by suggestion described for the intelligent 
layman. 


Youthful Law breakers. 
Service. (Pp. 45. 2s. 6d.) Liverpool University Press. 


A study of juvenile delinquency in Liverpool 


Bilharzial Cancer. By M. A. Afifi, M.B., Ch.B. M.R.CS., 
L.R.C.P., D.M.R.E. (Pp. 111. 16s.) London: H. K. Lewis. 1948. 
A monograph on radiological diagnosis and treatment. 


Operative Gynecology. By H. S. Crossen, M.D., and R. J. 
Crossen, M.D. 6th ed. (Pp. 999. 75s.) London: Henry Kimpton. 
1948. 

A profusely illustrated textbook, with operative details. 


10s. 6d.) 


Report by the Liverpool Council of Social 
1948. 


Hypnotherapy. By M. Brenman, Ph.D., and M. M. Gill, M.D. 
(Pp. 276. 18s.) London: Pushkin Press. 1948. 
A survey of the literature. 
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REMUNERATION OF SPECIALISTS 


The Report of the Spens Committee on the Remuneration 
of Consultants and Specialists was published a week ago, 
and a slightly abridged version is printed elsewhere in this 
issue. The Committee took evidence from the Evidence 
Committee on. the Remuneration of Consultants and 
Specialists set up jointly by the Royal Colleges and the 
British Medical Association, and also separately from the 
23 medical organizations represented on that Committee. 
Prof. A. Bradford Hill prepared for the Evidence Com- 
mittee the necessary statistical information, and this was 
put at the disposal of the Spens Committee. Some of the 
résults of Prof. Hill’s inquiry are given in tables which are 
also reproduced in this Journal. The Spens Committee in 
its recommendations had to consider what were the normal 
financial expectations of specialist practice in the past, and 
what effect its proposals might have upon the recruitment 
of specialists and consultants (specialists for short) in the 
future. The information before the Committee related to 
incomes earned in the year 1938-9, and it is important to 
remember that the recommendations made are in terms of 
the 1939 value of money. The Report stresses that adjust- 
ments should take into account the changed value of money 
since then, and the increased incomes in the medical and 
other professions ; but the comment might be made that 
the changes in income have in part at least been determined 
by the increased cost of living. 

The Report makes recommendations for the remunera- 
tion of the potential specialist and the established specialist, 
and for the setting up of a national committee to distribute 
graded awards to those of outstanding ability. Its first set 
of recommendations will. go far to remove the gravest 
handicap to the young man able and wanting to practise 
as a specialist. It is not so many years ago that one of the 
London teaching hospitals paid its sole medical registrar 
(non-resident) the salary of £250 a year. The Spens Com- 
mittee considers that when a registrar post is reached the 
practitioner should not have to rely upon private means or 
upon such outside work as coaching to make it possible 
for him to live. It considers that remuneration for junior 
hospital posts in the past had little relation to the progres- 
sively responsible position of these posts, to the standard of 
living required of the practitioner, and to the need for free- 
dom from financial worry during this part of his career. 
The Committee, therefore, proposes that the potential 
specialist should between the end of his first house job 
and his appointment to the staff be paid a salary which 
is in the nature of a training grant and also corresponds 
to the increase in his skill and responsibility. It divides 
these appointments into three grades: (1) posts obtained 
not less than four years after registration, and held for 





three years at the ages of 28, 29, and 30 (e.g., senior 
trar) ; (2) posts normally obtained not less than two yep 
after registration, and held normally for two years at 
ages of 26 or 27 (e.g., junior registrar) ; (3) posts norm 
obtained not less than one year after registration e 
senior house officer). Assuming that these are non-resig 
posts, the Committee proposes that for the first the g 
should be £900 a year, rising by two yearly increments 
£100 to £1,100 a year ; for the second, £700, rising by g 
yearly increment to £800 a year ; and for the third, a fix. 
salary of £600. The young man considered by his senign 
to be suitable for a specialist career will, on the basis of 
these proposals, no longer be debarred by lack of privay 
means. At the same time these financial proposals yij 
make it more difficult for universities to attract youn 
medical men into the departments of physiology, big 
chemistry, anatomy, and so forth. It may be hoped thy 
the Spens Committee’s recommendations will have an effeg 
in upgrading the salaries of those working in the basi 
medical sciences. The B.M.A. will urge the revision of 
these salaries, and of others, in the light of the two Spe; 
Reports. 

The Committee considers that there should be a 
equality of status between the different specialties anj 
between hospitals : “ it would be unfair,” the Report states 
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“to recommend that any specialty should be relegated to; 
subordinate place in Medicine by denying its memben 
access to the highest levels of remuneration,” but i 
observes that the proportion in any one specialty reach 
ing that remuneration might be less in some specialties than 
in others. The Committee also holds that the same rang 
of remuneration for clinical work should apply to thos 





working in both teaching and non-teaching hospitals, this 
being related to the intention that in the future hospiti! 
service there should be a more uniform level of efficieng 
throughout the country, and a better distribution ¢ 
specialists. But the Committee seems to have had seconj 
thoughts when in another part of the Report it sugge 

that those who combine clinical work with teaching shou 

have a higher total remuneration. It is recommended thi 
for all specialists the retiring age should be 65. 

Coming to its second major problem the Commit 
recommends that a specialist appointed to a hospital st 
should be paid £1,500 a year, provided he has reached 
age of 32, which it takes to be the usual age of appoitt 
ment. At the other end of the scale it considers f 
specialists of the highest eminence should be able to ean 
£5,000 a year—this, it should be remembered, is in te 
of 1939 value of money. Between these ranges the av 
specialist on a hospital staff should by the age of 40 beg 
£2,500 a year (1939 value). These recommendations, 
course, apply to those working whole-time in the hosp 
service, and to the salaries recommended it is proposed 
add expenses incurred in professional work, including 
matters as attending national and international professic 
meetings. 

To provide incentive and*to reward outstanding \ 
the Committee recommends that there should be addit 
to the basic specialist salary of £2,500 for a fixed pere 
tage of the total number of specialists. In the first g 
an additional award of £2,500 a year to 4% of 
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enior repie specialists ; in the second, an addition of £1,500 for 10% ; 


| tWO Yeanf and in the third, an addition of £500 for 20%. All 
ing whole-time in the public hospital service will be 


Cars at work 
IS norm digible for these awards ; and those working part-time, for 
ation appropriate portions. The Committee. then goes on to the 
ON-residen! most controversial of its recommendations in its suggestion 

the salan} that these awards shall be made by a national committee, 
remMents off the professional members of which are to be nominated 


ing by on} by the Royal Colleges and the Scottish Royal Corporations, 
ird, a fixef having among its members a representative of the Univer- 
his senion§ sities and of the Medical Research Council. Consultants 
© basis off and specialists should scrutinize this recommendation with 
Of privay} care. We may imagine the embarrassment of such a com- 
osals wil mittee if some of its members were still in Grade 3, or even 
in Grade 2. The procedure contemplated will be open to 
abuse, even though such abuse might not be evident to the 
committee in session. We believe it is inadvisable that a 
central committee composed largely of specialists should be 
given this financial control over all specialists working in 
the National Health Service. Will the committee at its first 
meeting debar its own members from these awards ? 
Surely there will be in the new hospital service positions 
d be ap} of unusual responsibility demanding men of the highest 
Ities angf calibre, and to such posts it would appear to be logical 
ort states to attach the highest salaries recommended. The Report 
ated to) refers, for example, to the especially long training of the 
memben} neurosurgeon and the thoracic surgeon. To take this as an 
” but jf example, would not the post of neurosurgeon to one or 
ty reach.| more regions call for a higher remuneration than the basic 
Ities than} specialist salary of £2,500 a. year ? It is to be hoped that 
me range} consultants and specialists generally will voice their 
to thog| opinions on this procedure, which is the one outstandingly 
itals, th) unsatisfactory proposal in a Report which is likely to com- 

hospitijj mend itself to those who will work as consultants and 
officiengy specialists in the new Service. 
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suggest LIQUID PARAFFIN RISKS 
g shoul Paraffinum liquidum (B.P.) is a refined product which must 
ded tha conform to certain specifications and which is generally 
believed to be free from substances harmful in themselves. 
»mmitieg Experimental and clinical observations support this belief. 
ital staf This.is not to say that regular consumption of liquid 
ched th§ paraffin in substantial quantities and over a long period, 
for whatever reason, is always desirable ; recent evidence, 





ap ’ oi 
ers thi indeed, would indicate that this is not so. 
to eam During the late war liquid paraffin (B.P.) for therapeutic 


in termg use became increasingly scarce, and chemists were often 
averagg unable to meet doctors’ prescriptions. The scarcity was 
be pail due partly to diminished production, but increased con- 
ions, @sumption was*undoubtedly the main cause, not for medi- 
hospilig cinal purposes, however, but because liquid paraffin and 
sosed if indeed other mineral oils were being used as substitutes 
ng suigfor fat in cooking. The practice began quite early in the 
essiom™ War, and it seemed to increase pari passu with the decline 
in fat supplies. Food and drug authorities tried to check 

g woig he commercial use of liquid paraffin for this purpose, but 
dditiom they could do little to stop its employment in domestic 
peret cookery. Indeed, some voluntary. organizations were 
t grad actively fostering the practice. The Ministries of Food 
of #§4nd Health took what steps they could to discourage it, 


but in the absence of clear evidence showing that harm 
might result from the regular consumption of liquid 
paraffin little effective action was possible. 

In 1945, at the instigation of the Ministry of Health, 
workers at the University of Birmingham began to investi- 
gate the effects of liquid paraffin, heated and unheated, on 
nutrition. Liquid paraffin (B.P.) was used, and the heated 
samples were kept at certain temperatures for varying times, 
with and without aeration. The heating was of the same 
intensity and duration as that used for cooking cakes 
and other foodstuffs. The samples thus obtained contained 
variable ‘amounts of oxidation and breakdown products. 
The biological investigations showed that the daily con- 
sumption by rats of raw or heated liquid paraffin (B.P.), 
in doses up to 2 ml. per 200 g. body weight daily, had no 
demonstrable effect on the growth or reproduction of rats 
over two generations. Some interference with vitamin A 
and carotene absorption was observed, especially when 
supplements of these substances were added to the diet. 
A large-series of experiments showed that raw paraffin had 
no deleterious effect upon the activity of intestinal enzymes. 
Heated paraffin reduced lipolytic activity slightly, but this 
was not thought to have any biological significance. 
Workers in the U.S.A. have also demonstrated that the 
absorption of carotene and other fat-soluble vitamins is 
reduced by liquid paraffin.’ In a series of experiments 
carried out in Chicago on human beings it was found 
that the faecal excretion of vitamin A and carotene ‘was 
increased when mineral oil was added to the diet. At 
the same time the level of vitamin A in the plasma fell, 
though not to an abnormally low level.” 

The effect of heating mineral oils and paraffin had pre- 
viously been studied at the Royal Aircraft Establishment 
at Farnborough, and it had been noticed that high tem- 
peratures produced oxidation products with fluorescent 
spectra similar to those of carcinogenic substances. In- 
vestigations were later undertaken at the University of 
Oxford to ascertain whether these oxidation products pos- 
sessed carcinogenic properties. Samples of heated paraffins 
which had been studied from the standpoint of nutrition 
at Birmingham were investigated at Oxford for their carci- 
nogenic activity in a series of long-term biological experi- 
ments. No evidence of such activity was found, nor were 
cancerous changes in the alimentary tract observed during 
the long-term feeding experiments. It is, however, well 
known that cancer is extremely difficult to produce in the 
alimentary tract, even if potent carcinogens are given by 
mouth. It would be unwise, therefore, on the basis of these 
findings alone to exclude the protracted consumption of 
heated paraffin as a possible cause of cancer ; the onset of 
this disease is too insidious to: warrant such an optimistic 
attitude. 

Frazer and his colleagues in Birmingham have shown 
that liquid paraffin is absorbed when administered in finely 
dispersed emulsions of particle size less than 0.5 p. It is 
not known whether the oil is as finely dispersed in flour 
products, such as cakes and pastry, baked with liquid 
paraffin. Whatever the degree of dispersion, however, 
the continyed ingestion over long periods of substantial 


1 Report of Council on Foods and Nutrition, J. Amer. med. Ass., 1943, 123, 967. 
2 Mahle, A. E., and Patton, H. M., Gastroenterology, 1947, 9, 44. ‘ 
8 Alvarez, W. C., ibid., 1947, 9, 315. 
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amounts of paraffin may result in the deposition of 
paraffin in the intestinal wall, the mesenteric lymph glands, 
and in the liver.* Deposits in these tissues were found at 
necropsies on persons dying from various diseases who 
had consumed liquid paraffin for years. Paraffin is not 
metabolized, and continued ingestion presumably would 
lead to accumulations of the oil. Though we do not know 
the precise fate of such deposits, we cannot be indifferent 
to their presence in the body. 

The above objections apply with greater force to the 
use of ordinary mineral oils as substitutes for fat. This 
practice has been increasing even more rapidly than that 
of using liquid paraffin. Most unrefined mineral oils con- 
tain small amounts of undesirable substances, even though 
the absence of colour, odour, and taste might suggest the 
contrary. In some of these oils cancer-producing sub- 
stances have been identified. 

On the evidence available, therefore, the use even of 
refined liquid paraffin (B.P.) in the preparation and cooking 
of food is to be condemned. It has a definite therapeutic 
value, and its use should be restricted accordingly. In view 
of the possible risks of continued consumption, liquid 
paraffin should be taken only on medicdl advice, and the 
doctor prescribing it would do well to bear the risks in 
mind. The internal use of other (unrefined) mineral oils 
in any shape or form must always be condemned. 








PREVENTION OF INFIRMITY 

In 1946 the Nuffield Foundation published the report of 
a Survey Committee set up, under the chairmanship of 
Mr. B. Seebohm Rowntree, to inquire into the living con- 
ditions of old people. This report aroused considerable 
interest, for it was the first time that a serious attempt had 
been made to assess the problems of old age, and has served 
as a useful help and guide for much public activity and 
recent legislation. This has now been followed up by a 
detailed medical survey, conducted by Dr. J. H. Sheldon,’ 
in one of the areas, Wolverhampton, already covered by 
the social survey of the Rowntree Committee. Dr. Sheldon’s 
report will prove helpful to those who wish to carry out 
further researches into the problems of old age, and will also 
serve as a model for similar inquiries. As Dr. Sheldon points 
out, his survey covers only Wolverhampton, and it is impos- 
sible to be certain that the same conditions apply to other 
areas, both urban and rural, of the country. With so 
much legislation of social and medical importance coming 
into force it is important that other authorities, taking 
Dr. Sheldon’s report as their guide, should arrange this 
summer for surveys to be carried out in their areas in order 
to assess the size and nature of their own problem. 

The Rowntree Committee drew attention to the fact that 
during the war, when it was necessary to continue to 
employ many persons of both sexes for many years beyond 
what was considered the normal time for retiring, it was 
found that these aged or elderly people were capable of 
producing work as good and as satisfactory as their juniors. 
Dr. Sheldon shows that it is not until the age of 70, or 
even 75, is reached that people become afflicted by condi- 


1 The Social Medicine of Old Age. By J. H. Sheldon, M.D., F.R.C.P. London: 
Geoffrey Cumberlege (paper covers 5s.; cloth 10s.). 1948. 





tions that might be regarded as the result of age; s 
that time it is the common diseases of adult life that 
the elderly. These two observations have a bearing y 
the whole question of compulsory retirement at the 
of 60 or 65, and lend weight to the argument put for, 
by Dr. Trevor Howell that not only are old people ah 
work until quite an advanced age but that work up to¢ 
capacity leads to an improvement in both their phyg 
and mental health. Further, in an era of full employg 
when the work of all who are able and willing is neg 
for their country’s good, it is satisfactory to discover ¢ 
an encouragement to work is not only a suitable pg 
for the times but is in no way detrimental to the welf 
of the aged. 


The report draws attention to two fields where there; 


need and scope for voluntary or official effort. «Shei 
emphasizes the strength of family or filial ties, as instan 
by the large number of people who devote a conside; 
amount of their time to the care of aged relatives. Tha 
these are not necessarily bedridden—indeed the number 
these discovered in the survey was surprisingly smal 
they require constant attendance, and the strain on } 
the younger members of the family, usually daughters, 
on the old people themselves is considerable and prolon 
The provision of attractive homes, with no stigma about 
name, where aged relatives could be accommodated for 
short period, say, of one month each year, would ena 
the younger relative to take a much-needed holiday bef 


resuming a task which they have no wish to give 


The provision of more home nursing or domestic hd 
would not solve the problem, as even with this the relat 
would not be able to get away because the old person cox 
not be left in the house alone. Some provision for nursi 
will be needed at homes established for old people, beca 
though few are bedridden many require special attenti 
One such home has recently been opened by the Lon 

branch of the British Red Cross Society at Greenwich 

is proving of great value, and one or two similar hom 
exist in other parts of the country. There is need for m 
more. Homes should be small and not stereotyped, sot 
the old people will not feel that they are being banist 
from their surroundings even for a short time. This 

of hostel might well be managed and maintained by vo 


tary organizations, which probably have more flexibil 
and imagination in their undertakings than the best inte 


tioned local authorities. 

The second problem of old age calling for volun 
or official effort is that of loneliness. This is a partic 
onerous feature of the lives of old people who have 
a spouse, and yet who either cannot or do not wish 


abandon their own house and have to depend upon 0o@ 


sional, or even regular, visits to or from relatives. Ther 
a great opportunity here for the establishment of ¢ 
People’s Clubs which the members can visit each day 
meet their contemporaries and old friends, or to make 

ones. 
family and friends are also appreciated. It has been 
experience of both of the Nuffield surveyors, of reli¢ 
officers, and of the officials of the National Jns 

Scheme that their visits are welcomed and eagerly awai 





Regular visits from people outside the circle 
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age; wall The great importance of Sheldon’s report is in the medi- 
> that affellcal implications. He draws attention to various conditions 
ring Upgllof which but little is known, but which cause much distress 
at the aio the old. The tendency to fall or to trip and difficulty 
ut formalin walking in the dark both point to some labyrinthine or 
ple ableghinner ear disturbance ; while an unexplained dyspnoea is 


UP to thifone of the commonest reasons for inability to leave the 


it physigfhouse. The capacity of the aged to eat well when they 
nploymeyfhave no teeth, either real or artificial, and yet to suffer no 
3 is nesdMimore from indigestion than their more fortunate contem- 
SCOVer thalporaries, is an important observation that needs further 
ible polighinvestigation. The number of the aged who appeared to 
he welfaibe under-nourished was small. This is at variance with 


he observation made by other writers that a number of 
old people are admitted to hospitals suffering, very largely, 
om under-feeding. It is possible that-the reason for this 
jiscrepancy is that conditions in other towns are different 
from those in Wolverhampton, where the old people who 
really live a solitary life, alone in a house or room, are few. 


re there; 
. ‘Shel 
S inste ne 
onsid 

3. Tho 


numberg§Sheldon discovered that a large proportion of seemingly 
small—gasolitary people were, in fact, visited daily by relatives or 
n on boiffriends who assisted with cooking and with shopping. 


ehters, ani More can be done to prevent some of the minor disabilities 
prolong which do so much to curtail the activities of old people. 
1 about Sheldon found that a large number of old people suffered 






































lated forf@from crippling deformities of the feet—corns and bunions 
uld enati—which could well have been prevented by intelligent shoe- 
day befogjmaking and chiropody. 

» give yy The continued activity and happiness of the old depends 
estic heygupon their retaining a place in the general community. It 
he relatygis important, therefore, that whether they live in hostels 
rson coor in special houses on new housing estates they should 
or nursiggtemain in the middle of their families and friends. Old 


people enjoy living in their own homes, and in this they 
are helped by the presence and proximity of many small 
shops. The encouragement of the multiple store, situated 
in great shopping centres, may make the continued indepen- 
dence of the aged more difficult. 
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- bani REGENERATION AND CANCER 

This There have always been those, particularly among biologists 


oe a not themselves engaged in cancer research, who have main- 

y . «tained that the study of normal growth was a necessary pre- 
flexibilifjiminary to the understanding of pathological growth. The 
rest inlargument appears to be strengthened by an investigation 
reported by S. Meryl Rose and Hope M. Wallingford at a 
recent meeting of the National Academy of Sciences of the 
United States.1 The approach of these two workers was 
based on the de-specialization recognized as accompanying 
the first stage in limb regeneration, for example in the sala- 
mander. Re-specialization follows under a directive mech- 
anism which is not yet fully understood but which may be 
assumed to be chemical in its nature. The question, there- 
fore, to which an answer was sought was whether cancer 
cells subject to the drastic stimulus of amputation and 
regeneration could be induced to make a fresh start and 
Te-specialize as normal healthy cells. Transplants of frog 
tumour were used, since the nuclei of frog cells are smaller 
than those of salamander cells, so that the origin of re- 
imeenerated cells could be cytologically identified. Sufficient 
time was allowed after transplantation into the forelimb of 


1 Science, 1948, 107, 457. 
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a salamander for the tumour to begin growth and to invade 
the neighbouring tissues. Amputation was then carried out 
through the cancer. Normal regeneration followed, and 
patches of frog muscle, cartilage, and connective tissue 
could be “seen interspersed with the corresponding sala- 
mander tissues.” On the other hand, the residual portion 
of the tumour, which had-been left on the proximal side of 
the amputation, remained as before. 

A fuller account of these experiments will be awaited 
with interest. In particular, there is an assumption that the 
normal frog tissues formed during regeneration originated 
from cancer cells; in other words, that no normal frog 
cells accompanied the transplant. It would be expected, 
however, that these, if present, should have been identified 
in the residual tumour, while the extent and variety of 
normal frog tissue in the regenerated limb would seem also 
to exclude such an explanation. If confirmed, these results 
should provide a useful stimulus to the further study of the 
mechanisms of regeneration, which, in relation to the 
volume of cancer research, may be judged to have received 
too little attention. 


CHANCES OF SURVIVAL IN PULMONARY: 
TUBERCULOSIS 


Attempts to estimate the average duration of pulmonary 
tuberculosis in the general population have been infrequent 
and our knowledge is derived from a few relatively small 
and local inquiries in recent times. This paucity of data 
is due to the difficulties of keeping in touch with all the 
patients notified in any one area. Considerable labour and 
time are needed if a large wastage through loss of contact 
is to be avoided, and even when determined efforts are 
made not to lose sight of patients the number disappearing 
amounts, in some inquiries, to almost 10% of the total. 

Fraser’ has recorded the history of 1,257 sputum-positive 
cases of pulmonary tuberculosis—843 notified in the 
City of Aberdeen and 414 in Aberdeenshire—in the ten 
years, Jan. 1934—-Dec. 1943. For all ages and both sexes 
combined the probability of surviving five years after 
diagnosis was 0.45. This value is smaller than that generally 
found from a follow-up of patients who have had sana- 
torium treatment, but of course such patients form a 
selected group. On the other hand, a poorer chance of 
survival has been recorded in investigations similar to that 
carried out by Fraser. Thompson’ found that the proba- 
bility of surviving five years was 0.25 in County Durham ; 
Bentley’ estimated that for L.C.C. patients the figure was 
0.34 ; Tattersall* found a probability of 0.32 for Reading ; 
Vallow,’ in Bradford, gave the figure as 0.41 for males and 
0.65 for females ; Stocks* calculated that 50% of patients 
in England and Wales survived five years after diagnosis. 
It would appear from these comparisons that Aberdeen 
has enjoyed relatively favourable mortality experience. An 
examination of the Aberdeen figures by age and sex showed 
that in the youngest age group (10—19) the males had a con- 
siderable advantage over the females, but in the other age 
groups the males had only a slightly better chance of 
surviving than the females during the first years after 
diagnosis. 

Fraser also examined the influence of collapse therapy 
on prognosis. Three hundred and ninety-nine, or 31.7% of 
the patients, had received this form of treatment. In this 
group the chance of surviving five years after the diagnosis 
had been made was 0.68, a value 50% greater than that 

1 Edinb. med. J., 1947, 84, 566. ; 

2 Tubercle, 1942, 23, 139. 

3 Spec. Rep. Ser. med. Res. Coun., Lond., 1919, No. 33. 
4 Tubercle, 1947, 28, 85, 107. 


5 Spec. Rep. Ser. med. Res. Coun., Lond., 1923, No. 76. 
6 Practitioner, 1944, 183, 1. 
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obtained when all the patients were included. In 921 
patients the disease was classified as stage 3, and of these 
319, or 34.6%, were treated by collapse therapy. The 
probability of surviving five years in the case of patients 
in this stage of the disease was 0.36 for those not receiving 
collapse treatment and 0.66 for those who did receive it. 
Patients with less extensive disease—classified as stages 1 
and 2—had a probability of surviving five years of 0.72. 
This value is only slightly higher than that for patients in 
stage 3 who had received collapse therapy. Eighty of the 
patients in stages 1 and 2, about one-quarter of the total, 
had undergone some form of collapse therapy. Since the 
patients with disease in stage 3 who received collapse treat- 
ment had substantially the same chances of survival as the 
patients with less extensive disease Fraser concludes that 
collapse therapy prolongs life. Bentley came to the same 
conclusion, having found in two comparable groups that the 
probability of survies'ng five years for patients who had 
undergone artificial pneumothorax was 0.49 for males and 
0.45 for females, while for patients treated by conservative 
methods the probabilities were 0.28 and 0.32 respectively. 

The value.of the investigation in Aberdeen would have 
been enhanced if information had been given concerning 
the number of persons who were lost sight of during the 
period. 





CATHETERIZATION OF THE HEART 


Catheterization of the right auricle has been an accepted 
technique for over fifteen years, and much valuable infor- 
mation has been obtained, especially by Cournand in the 
United States and by Prof. J. McMichael at the Hammer- 
smith Hospital in this country. Recently Dexter! ? and his 
colleagues in Boston have made more accurate diagnosis 
possible in cases’ of congenital heart disease by further 
improving the technique. In this condition exact diagnosis 
of the defect was not so important a few years ago, but 
now that surgical treatment is sometimes feasible it has 
become imperative to obtain as much pre-operative infor- 
mation as possible. 

The Boston team, whose. work is of outstanding practical 
importance, has shown that much can be learned from a 
study of the oxygen content of the blood in various parts 
of the heart and great vessels, supplemented by pressure 
measurements. The technique used and possible errors 
are described by Sosman.* By careful manipulation the 
catheter can be passed from the right auricle into the right 
ventricle, thence into the main pulmonary artery and its 
left or right branches, and even into the smaller terminal 
divisions. As many as ten blood samples may be taken 
from one patient. 

Dexter describes the results of the procedure in cases of 
auricular septal defect, ventricular septal defect, Fallot’s 
tetralogy, and patent ductus arteriosus. In auricular septal 
defect, for example, the oxygen content of the blood in the 
right auricle is higher than that in the superior vena cava, 
indicating a predominating left to right shunt. If the 
oxygen content of the blood in the right ventricle is 
higher than that in the right auricle a ventricular septal 
defect is suggested ; and a much increased pressure in the 
right ventricle is strong corroboration. A patent ‘ductus 
arteriosus is associated with a higher oxygen content in the 
pulmonary artery than in the right ventricle. It is also pos- 
sible to assess the amount of blood passing through these 
various shunts. ; 





1 Radiology, 1947, 48, 451. 

2 J. clin. Invest., 1947, 26, 547. 
3 Radiology, 1947, 48, 441. 

4 Amer. Heart J., 1947, 33, 560. 















In some cases the abnormal course of the catheter in B, 
cates the presence of an anatomical anomaly. Thy: was 0 
may pass directly from the right to the left auricle and ju, tested 
a pulmonary vein, from which blood with an oxymsl ui 
saturation of 98% may be obtained. Or it may pass fron that 
the right ventricle through a septal defect into the agm: after 
The position of the catheter is verified by screening agg} an 
by radiographs. The papers describing the work of per kg 
Boston team are illustrated with most convincing pictums§ The 
of the various positions of the catheter, and these apfever, 
correlated with the results of the physiological tests, polyvi 

These tests, though predominantly physiological, are » pertie: 
part complementary to the more anatomical informatig§stance 
given by angiocardiography. Chdvez* and his colleagys§ obtain 
have described a method of direct angiocardiography j was fe 
which a catheter, size 12-14, is introduced into the hegy§was g 
through the external jugular vein. This procedure seeps rats W 
to have certain great advantages over the Robb-Steinbep§ comp: 
technique, in which the contrast medium is rapidly inject anima 
into an arm vein. The use of the short, wide ca while 
moreover, gets over difficulties which cannot be avojdes§ substa 
with the usual long, thin cardiac catheter if introdugg§ Thus 
through an antecubital vein for direct intracardiac angig.g N-met 
cardiograms. There seem to be no special drawbacks gf It i 
dangers in the method providing a suitable vein is aya§ field « 
able. Again, the pictures accompanying the article ly substa 
Chavez are models of clarity and rich in information, {presut 

The rapidity with which these diagnostic procedures hay ful co! 
been evolved, so closely following on the development off rind. 
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the surgery of congenital heart disease, is remarkabl§ Whole 
Investigation by the Dexter and Chavez methods will prog den0' 
vide information which can be obtained in no other way Substa 

. insulin 

DIETHYLACETAMIDE IN SHOCK 

During the war the German workers Hecht and Weese Q, or, 
working at the I.G. Farben laboratories in Elbertdii§ descrit 
introduced as a blood substitute a substance formed by tit peing 
polymerization of vinyl pyrrolidone. They showed thatill Freem 
could take the place of blood plasma, and it was so0ifto be 
employed clinically.2 Various plasma substitutes whidil infecti 
appeared to be of a similar kind were studied in Mi cerned 
America, such as gelatin and pectin solutions, and isinglas§ workir 
All these were believed to act by their osmotic properti® |} was 
alone. was ¢c 


In 1946 Daniel Bovet and his colleagues,* working 
the Institut Pasteur, examined polyvinyl pyrrolidone 
its value in traumatic shock. They chose to study 
condition because they had previously investigated she 
caused by histamine and its prevention by antihistami 
substances such as neoantergan. They produced shock. 
rats by the method of Noble and Collip, in which rats 
placed in a drum which revolves in a vertical plane ( 
axis of the drum being horizontal), so that the rats 
to the bottom as the drum revolves. When rats are plactishown 
in the drum, their fate depends on the number of revolifbreak | 
tions. An increasing percentage of rats die as the numb Dudge 
of revolutions increases—100% die after 800 revolutiom™ Moroc 
Bovet found that if the rats received an injection @fever f; 
polyvinyl pyrrolidone beforehand, given either H. exc 
cutaneously or intraperitoneally in a dosage of 0.5 @or in t 
per kg. of body weight, then every rat survived 800 rewgjmerion 

1 Minch. med. Wschr., 1943, 90, 11. have b 
2 Arch. klin. Chir., 1943, 205, 230. merion 
3C. R. Acad. Sci., Paris, 1946, 224, 70. Barry i 


4 Ibid., 1946, 224, 496. 
5 Lancet, 1943, 245, 147. goats, s 
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heter ing The mortality was reduced even if the injection during which rickettsiae circulate in the blood. From the 

- Thug yas made as long as 72 hours before the trauma. They New World there have been further reports of the disease 

le and ins the protective power of this substance against the from Texas (Topping, Sheppard, and Irons*), and from 













an oO; xin of Cl. oedematiens and diphtheria toxin and‘ found 
Pass fromf hat whereas 32 control animals all died in two days 
the aong§ sfter receiving oedematiens toxin (0.16 ml. per kg.), of 


2 animals protected with polyvinyl pyrrolidone. (0.35 g. 
ork of per kg.), 15 survived for 7-8 days. oe 

12 Pictum} The most interesting aspect of this investigation, how- 
these apfever, came from Bovet'’s idea that the protective value of 
ests. lyviny! pyrrolidone might not lie in its physical pro- 
cal, are gfperties but rather in its chemical composition. If the sub- 
formatig$stance is split up, molecules of N-N-diethylacetamide are 
Colleague obtained, and strange to relate this very simple compound 
graphy jgfwas found to give some protection. When 0.5 g. per kg. 
the heayfwas given by intraperitoneal injection one hour before the 
ure seemf rats were placed in the drum, 13 out of 40 animals survived, 
-Steinbep§ compared with only 1 of the 40 controls. The injected 
ly injectes§ animals which died lived for a mean time of 11 hours, 
> catheter, while the controls lived for only 3.5 hours. Other related 
© avoidaiisubstances were tested ; some were actiye, some were not. 
Ntroduce§ Thus N-N-diethylpropionamide was effective, but not 
iac angio. N-methylacetamide. 

wbacks gf ‘It is obvious that this brilliant work opens up a new 
1 is avai field of investigation ; the discovery of simple chemical 
article pyy substances which counteract the effects of trauma, and 
nation, {presumably also of toxins, provides a new and more hope- 
lures hayf ful conception of the pathological changes which are occur- 
ypment of ting. Perhaps the machine is not being wrecked as a 
whole ; perhaps, as Green® suggests, there is a liberation of 


ening 


mar’ 
ap adenosine triphosphate, which can be neutralized by one 
ther way substance, with an effective removal of symptoms such as 


insulin achieves in diabetes. ; 





THE SPREAD OF Q FEVER 


1 Weese) Q, or, to give it its full name, Queensland fever, was first 
Elberfelif described by Derrick! in Australia in 1937, the causal agent 
ed by thf being subsequently shown to be a rickettsia (Burnet and 
ed that Freeman”). Almost at the same time the disease was found 
was SOW%to be occurring in Montana in the U.S.A. Spontaneous 
es WiIGE infections were most common among those who are con- 


ed in Micerned with cattle, alive or dead. Thus stockmen and those 
ISING@NS workir:g in slaughter-houses were most commonly affected. 
properties It was discovered that the causal agent, Rickettsia burneti, 


_ §Was carried by various cattle ticks—in Australia by 
orking Haemaphysalis humerosa, and in the United States by 
done %§ Dermacentor andersoni, D. occidentalis, and Amblyomma 
tudy tifamericanum. In Australia the common bandicoot also 
ed show appeared to act as a carrier. . 
histamiml’ During the latter part of 1944 and in the following war 
shock iff years there were outbreaks among American, New Zea- 
1 rats @M#land, and British troops in Greece and Italy of what was 
lane (iifat first taken to be atypical pneumonia. By the use of 

rats @complement-fixation tests these outbreaks have since been 
re plat@ishown to have been due to Q fever. One such out- 
f revolii break has been recorded in this Journal by Caughey and 
> numb Dudgeon.* At the other end of the Mediterranean, in 
yolutiomg§ Morocco, Blanc et al.*® have isolated the rickettsiae of Q 
ction @fever from ticks—Hyalomma savignyi, H. dromedarii, and 
1er H. excavatum var. lusitanicum—found living on camels. 
f 0.5 @or in the burrows of a small North African rodent, ihe 
300 merion, Meriones shawi, and the rickettsiae of Q fever 
have been isolated from the spleens of apparently healthy 
merions. In addition, goats and camels in the same area 
‘Bcarry infected ticks, and when’ inoculated with R. burneti 
goats, sheep, camels, and cattle suffer from a febrile illness 






















Central America, where Panama is an endemic zone. A 
further extension of the range of Q fever has now been 
reported by Gsell,’? who has described four small familial 
outbreaks in Switzerland. In the epidemics affecting troops 
in Italy and Greece as well as in these Swiss outbreaks the 
role of ticks appears uncertain. 

In 1940 Findlay* showed that infection could be trans- ~ 
mitted intranasally to mice, with the production of charac- 
teristic lung lesions. It is probable that the nasal mucosa 
or the conjunctival sac was the portal of entry in the 
numerous laboratory infections which have since occurred. 
In the National Institute of Health of the U.S.A. for 
instance, an outbreak began among laboratory workers in 
February, 1946, and by the end of May, 1947, there had 
been 47 cases (Spicknall et al.*). 

The incubation period of Q fever is from 12 to 23 days. 
There are at first vague prodromal symptoms, headache, 
malaise, and general aching, usually for not more than 
twelve to twenty-four hours. These symptoms are fol- 
lowed by severe headache, so characteristic of all rickettsial 
and many virus infections, and sometimes stiffness of the 
neck. Fever lasts on an average about six days, though 
some patients may have only one day and others fifteen 
days of high fever, occasionally up to 106° F. (41.1° C.). 
Rigors and sweats are not uncommon, while generalized 
aching in the limbs is very frequent. Aching may continue 
into convalescence. Nausea, vomiting, abdominal pain, 
diarrhoea or constipation are common symptoms, and in 
nearly a third of the cases there is clinical or radiological 
evidence of pneumonitis, occasionally with- blood in the 
sputum. No significant or consistent changes are found 
in the blood picture. A macular rash has very occasionally 
‘been seen. It is obvious that the signs and symptoms are _ 
such as may be present in many virus and rickettsial 
infections. 

During the acute stage Rickettsia burneti is present 
in the blood and sputum, and by inoculation into mice 
or guinea-pigs the rickettsiae can be isolated. They are 
present in the spleen of experimental animals in consider- 
able numbers. During convalescence the best method of 


diagnosis is by complement fixation, complement-fixing 


antibodies being present 10 to 15 days after the onset of 
illness. . . 

Neither penicillin, sulphonamides, nor the administration 
of immune serum has any marked action in shortening the 
disease. Para-aminobenzoic (PABA) acid therapy has not 
yet been tested, but there is now evidence from the experi- 
ments of Huebner et al.'° that streptomycin has a curative 
effect not only when R. burneti is injected into the develop- 
ing chick embryo but in guinea-pigs given large intraperi- 
toneal injections of the organisms. When 30 mg. doses of 
the drug were injected subcutaneously three to six times a 
day there was very prompt disappearance of symptoms. 
Treatment was continued for 12 to 16 days. 

In view of its wide distribution in the Old and New 
Worlds it is not improbable that Q fever may be seen in 
this country. Sera from a few suspected cases have already 
been tested, but so far with negative results. : 

1 Med. J. Aust., 1937, 2, 281. 

2 Ibid., 1937, 2, 299. 

8 British Medical Journal, 1947, 2, 684. 

4C.R. Acad. Sct., Paris, 1947, 224, 1673. 

5 Ibid., 1948, 296, 607. 

6 J. Amer. med. Ass., 1947, 133, 813. 

7 Schweiz. med. Wschr., 1948, 78, 1. 

8 Trans. R. Soc. trop. Med. Hyg., 1942, 35, 213. 


8 Ann. intern. Med., 1947, 27, 28. 
10 Pub!. Hlth Rep. Wash., 1948, 63, 357. 
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REPORT OF THE INTERDEPARTMENTAL 
COMMITTEE ON THE REMUNERATION OF 
CONSULTANTS AND SPECIALISTS 


We print below the Interdepartmental Committee's Report’ to 


the Minister of Health and the Secretary of State for Scotland . 


on the remuneration of consultants and specialists. The mem- 
bers of the Committee were: Sir Will Spens (Chairman), 
Mr. C. R. Dale, Sir Horace P. Hamilton, Mr. Thomas Lister, 
Miss Elizabeth Looker, Prof. 2. Murray Lyon, Lord Moran, 
Mr. Leslie E. Peppiatt, Sir Harry Platt, Dr. S. Cochrane Shanks, 
and Mr. J. R. H. Turton. 


We have completed the task for which we were appointed 
in May, 1947, and have now the honour to submit our report. 
Our terms of reference were as follows: 

“To consider, after obtaining whatever information and evidence 
we thought fit, what ought to be the range of total professional re- 
muneration of registered medical practitioners engaged in the different 
branches of consultant or specialist practice in any publicly organ- 
ized hospital and specialist service; to consider this with due regard 
to what have been the financial expectations of consultant and 
specialist practice in the past, to the financial expectations in other 
branches of medical practice, to the necessary postgraduate training 
and qualifications required and to the desirability of maintaining the 
proper social and economic status of specialist practice and its power 
to attract a suitable type of recruit, having regard to other forms 
of medical practice; and to make recommendations.” 

1. Evidence-——It was brought to our notice that a special 
committee called the Evidence Committee on the Remuneration 
of Consultants and Specialists had been set up by the Royal 
Colleges and the British Medical Association jointly, with the 
purpose of preparing evidence on behalf of consultants and 
specialists generally, and we decided to consider the written 
and oral evidence which this Committee was prepared to sub- 
mit. The Evidence Committee consulted 23 medical organiza- 
tions, including the Royal Colleges and many specialist associa- 
tions, in the course of its task so as to ensure that the evidence 
tendered, in so far as it involved expressions of opinion and 
judgments regarding professional matters, was in accordance 
with the majority views of specialists and consultants in every 
branch of medicine. We anticipated that these various 
organizations might wish to submit separate evidence in 
substantiation of any points which concerned them individu- 
ally and which were not in their opinion adequately covered 
by the statements prepared on their behalf by the Evidence 
Committee. We accordingly invited written evidence both 
from those organizations which were directly represented on 
the Evidence Committee and also from a large number of 
associations representative of particular branches of specialist. 
practice whether or not these had already been, approached 
by the Evidence Committee. We also issued a general invita- 
tion by means of a press notice to anyone disposed to furnish 
us with any relevant information. [A list of the organizations 

‘and individuals from whom written statements have been re- 
ceived, and of the witnesses examined orally, is contained in 
Appendix I to the Report.] 

The ready response we received to our invitation both in 
the forms of written evidence and of offers to tender oral evi- 
dence was a great help in our investigation, and we should 
like to take this opportunity of expressing our indebtedness 
and cordial thanks to all those who assisted us in this way. 
In view of the large measure of agreement found in the evidence 
received from all sections of the profession and the exhaustive 
character of the information furnished by the Evidence Com- 
mittee, we found it necessary’to request additional oral evidence 
from the Evidence Committee and the Royal College of Physi- 
cians only. We completed our task after holding sixteen 
meetings. 

We were instructed in our remit to have due regard to what 
had been the normal financial expectations of consultant and 
specialist practice in the past. We considered very carefully 
at the outset to what extent the incomes of consultants in the 
publicly organized service of the future should be related to 
past incomes which had been derived mainly from private 
practice, and we decided that in accordance with our remit 
we were bound to have regard: to past remuneration from all 


1Cmd. 7420. H.M. Stationery Office (6d. net). 





sources in judging what effect our recommendations were jy 
to have upon the recruitment of medical practitioners to the 
consultant ranks. The necessary statistical information , 
obtained for us by the Evidence Committee, which, Under the 
guidance of Prof. A. Bradford Hill, conducted an inquiry j 
the form of a questionnaire to consultants and spec; ™ 
A tabular statement prepared by Prof. Bradford Hill conta; 
some of the results of this inquiry forms an Appendix to this 
Report (Appendix II). We have also had regard to salary 
already in force for salaried members of the medical Profession 
in organized medical services. 

2. 1939 Values.——At an early stage in our deliberations jt 
appeared to us that social and economic conditions were not 
yet sufficiently stable to justify the basing of our recommend). 
tions on evidence, relating to remuneration in the post-wa 
period, and the Evidence Committee was accordingly askeg to 
obtain information of incomes earned in the year 1938-9, Wit, 
this evidence before us, and realizing that we were not quali- 
fied as a Committee to form an opinion on what adjustmey 
of immediately pre-war incomes was hhecessary to 
corresponding incomes to-day, we decided that the best course 
for us to pursue was to frame our recommendations in terms 
of the 1939 value of money. This conclusion has not 
vented us from taking into account post-war conditions in 5 
far as they affect the development of Medicine, particularly in 
regard to developments in the newer specialties and to modifica. 
tions in the organization of hospital services. We leave to 
others the problem of the necessary adjustments to present-day 
values of money, but we desire to emphasize as strongly as 
possible that such adjustments should have direct regard no 
only to estimates of the change in the value of money but jp 
the increases which have in fact taken place since 1939 jy 
incomes both in the medical and in other professions. In oy 
judgment it is only if corresponding’ changes are made in the 
incomes of consultants and specialists that the recruitment and 
status of the various branches of specialist practice will be 
maintained. 

3. Interpretation of Remit: Training Period.—We were a 
first disposed to interpret the terms “consultant” an 
“specialist” in our remit as referring to those medical 
practitioners who after completion of a series of hospital 
appointments and attainment of a higher qualification ar 
appointed to membership of the staff of a hospital. After 
consideration of the evidence submitted to us, however, w 
concluded that the remuneration appropriate to specialists of 
staff status was to such an extent dependent upon remunen- 





tion and conditions of service during the period of specialist 
training which must precede appointment to the staff that it was 
advisable for us to give a clear indication of what in our view 
would constitute adequate remuneration during this training 
period. We therefore ultimately decided to interpret the tem 
™ specialist ” in our remit so as to include the whole group of 
practitioners who after registration and completion of junior 
house appointments are appointed to hospital posts in trainin 
for a special branch of Medicine. 

4. Past Conditions: Career Picture-——It may be convenient 
to include a description of the career of a specialist from th 
time when he is placed on the Medical Register. Until now 
medical students have normally qualified at the age of 23 a 
24 after some five or six years of undergraduate study. Imm 
diately after qualification the practitioner may hold one 0 
more house appointments, and this part of the postgraduat 
training, which normally occupies a period of one year, is 
essential step for those who aspire to consultant status. Dui 
this period, or during the tenure shortly afterwards of othe 
junior hospital posts for which he becomes eligible, the inter 
ing specialist undertakes intensive academic study with a view 
securing a higher qualification in medicine or surgery and 4 
with the aim of obtaining, at approximately four years fro 
registration, appointment to the most senior training posts, f 
which a higher qualification is normally a requisite. These po 
are differently named in different hospitals but are more cof 
monly known as registrar, senior registrar, first assistant, ¢ 
chief assistant. A practitioner holding one of these posts h 
no direct charge of patients but is responsible to his medical 
surgical chief for the care of patients during the latter’s absent 
As he gains experience he is given more and more respot 
bility, so that, for instance, a surgeon in the latter part of li 
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‘strarship undertakes major operations, and such supervision 
as exists at this stage is really in the nature of assessment of 
his potentialities as a specialist. On completion of his tenure 
of this post the practitioner 1s ready for appointment to the 
staff of a hospital, when he will be recognized as having full 

jalist status. ‘ 

We were particularly impressed by the drastic selection to 
which specialists in the early part of their career are subjected, 
both for appointment to the posts through which they are 

uired to pass and for the conferment of academic awards 
and distinctions which may considerably affect their career. 
After graduation there is keen competition for suitable house 
appointments, many of those who qualify being eliminated at 
this stage ; there is further competition for appointment to each 
of the training posts subsequently held ; and finally, from the 
comparatively small number of registrars, etc., selection is 
made for appointment to a hospital staff. The distinctions 
for which intending specialists compete include scholarships 
awarded on entry to medical schools, awards and medals 
attached to annual class examinations during undergraduate 
training, postgraduate scholarships, and finally the higher quali- 
fication normally competed for prior to registrarship and 
obtained by approximately one-sixth of the profession. 

In most hospitals the initial staff appointment is that of 
assistant physician, assistant surgeon, etc. When the term 
“assistant” is used it does not necessarily imply that the 
holder of such an appointment is subordinate to the physician 
or surgeon. He may have fewer hospital beds in his charge 
than the physician or surgeon, but he assumes complete respon- 
sibility for the patients admitted to his care. 

5. Past Conditions: Finance—-We appreciated that the 
statistical information reproduced in Appendix II is not by 
itself sufficient to reveal fully the financial conditions which 
have obtained in specialist practice. For example, the inquiry 
undertaken by the Evidence Committee did not attempt to show 
what has been the level of remuneration during the period of 
training, and for this we have relied upon other evidence. 
There are also various factors not apparent from examination 
of the statistics which have affected incomes earned in the past 
by consultants engaged partly in hospital and partly in private 
practice. It was, for instance, emphasized in evidence that in 
the past possession of private means often enabled a man to 
continue as a specialist in spite of a limited private practice, 
and that lower levels of taxation in the pre-war period enabled 
some specialists to accumulate sufficient savings to allow them 
to cut down their practice in the later years of their active life. 
In interpreting the statistics we have borne such considerations 
as these in mind. 

It was strongly stressed in evidence that the remuneration 
attached in the past to the junior hospital posts held immediately 
after completion of house appointments had borne little relation 
to the progressively increasing responsibilities of these posts, 
to the standard of living required of the practitioner, and to 
the need for freedom from financial worry during this extremely 
important part of his career. We were told that many potential 
specialists are diverted into general practice at an age when 
marriage is contemplated and the emoluments attached to train- 
ing posts are not sufficient to meet new responsibilities. These 
difficulties are progressively accentuated throughout the training 
period, and when the registrar posts are reached the practi- 
tioner is normally compelled to rely upon his private financial 
Tesources or to undertake much outside work such as coaching 
to enable him to meet his financial commitments. We were 
informed that hospital registrars before the war received £300 
to £400 or less, even in non-resident posts. 

In the past no substantial income has been derived directly 
from a staff appointment in a voluntary hospital, though a 
successful private practice has normally accrued from the 
possession of such an appointment. We were, however, in- 
formed that a fully qualified specialist has often had to wait 
several years before a suitable hospital vacancy has occurred. 
Moreover, on obtaining a staff appointment, whatever his age, 
the specialist has had to face the risks, hardships, and uncertain- 
ties involved in the effort to build up a private practice. At 
this stage his earnings from private practice have seldom met 
his overhead expenses, and here again he has often been depend- 
dent to a considerable extent upon private means or outside 
work. 


6. Future Conditions—In assessing the appropriate re- 
muneration for the budding specialists of the future we have 
had regard to the view of the profession, endorsed by the 
Goodenough Committee and the General Medical Council, that 
the holding of pre-registration house appointments should be 
compulsory. We have also had regard to the long period of 
training required in some of the more specialized branches of 
Medicine. We were informed that criteria for recognition of 
specialist status involving a minimum period of five years of 
training after medical qualification, or eleven years’ professional 
training in all, have been proposed by many groups of con- 
sultants and specialists, including general physicians, surgeons, 
obstetricians and gynaecologists, cardiologists, dermatologists, 
neurologists, paediatricians, psychiatrists, oto-rhino-laryngo- 
logists, anaesthetists, clinical pathologists, and radiologists. 

In considering what the remuneration of consultants of staff 
status should be we have assumed that there will be reasonable 
security of tenure comparable to that at present enjoyed by 
the staffs of voluntary hospitals. We have also borne in mind 
that in a public service the consultant’s remuneration will be 
maintained until the age of retirement is reached. 

7. Equality of Status between the Different Branches of 
Specialist Practice-—We were instructed in our remit to con- 
sider what ought to be the range of total professional re- 
muneration of medical practitioners engaged in the different 
branches of specialist practice, and we discussed at some length 
whether different ranges of remuneration would be appropriate 
for different branches. We concluded that it would be a mis- 
take to base future remuneration on the differences between 
various branches which were disclosed by the statistical inquiry. 
We are of opinion not only that those branches of Medicine 
which were at a marked disadvantage in 1939 were underpaid, 
but that many have developed to such an extent that the 
remuneration obtainable in 1939 gives no indication of the 
present prospects which they offer in conditions of private 
practice. We realized’ also that a determining factor might 
be whether different retiring ages were appropriate to different 
branches of Medicine, but we decided to accept the view of 
the Evidence Committee that there should be a uniform retir- 
ing age of 65 for all specialists regardless of the branch of 
Medicine in which they practise. We eventually reached the 
conclusion that in view of the standards of qualification and 
the length of training now proposed for the various special 
branches it would be unfair to recommend that any specialty 
should be relegated to a subordinate place in Medicine by 
denying its members access to the highest levels of remunera- 
tion. We are certain that unless all specialists in whatever 
branch of Medicine they practise have an opportunity of reach- 
ing the highest levels of remuneration the ancillary specialties, 
however important, will find it difficult to attract sufficient 
recruits of suitable calibre. The principle upon which we 
decided to base our recommendations was that all varieties 
of specialists should be remunerated within the same range 
of incomes, the place of an individual within this range being 
dependent upon his responsibilities, experience, and skill. Thus 
the highest remuneration would be open to specialists in all 
fields althoygh the proportion attaining that remuneration might 
be less in some fields than in others and might vary with the 
increasing importance of this or that branch of Medicine. 

We would make, however, a subsidiary recommendation 


, which while formally applicable to specialists in every field 


would in practice apply in the main in some fields rather than 
in others. Precisely because the need for domiciliary visits 
will not be uniformly distributed as between different fields and 
because of the very considerable additional burden which such 
visits involve we consider that some additional remuneration 
should accrue in respect of these. 

8. Equality of Status between Hospitals—We have had 
regard also to the view of the profession and the intention under- 
lying the National Health Service Act that in the hospital 
system of the future there should be a more uniform level of 
hospital efficiency throughout the country, a better distribu- 
tion of specialists, and permeation throughout the hospital 
service of each region of the influence of the university centre. 
These objects can be achieved only by increasing the mobility 
of specialists throughout the service and facilitating the inter- 
change of staffs between teaching and non-teaching hospitals. 
The hospital system of the future is being organized in such a 
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way that there will be in each region both teaching hospitals 
and area hospital centres. The many small independent hospi- 
tals, both general and special, which are at present scattered 
throughout the country will be linked in these area hospital 
centres. From the viewpoint of the patients it is desirable that 
modern advances in Medicine should be made available in 
areas outside the radius of the present teaching centres. In 
these circumstances it is obviously important that the status of 
the area hospital centre should be in no way inferior to that 
of the teaching hospital, and that both should be able to attract 
specialists of the highest calibre. We are therefore of opinion 
that the same range of remuneration for clinical work should 
apply to specialists in both teaching and non-teaching hospitals. 


PROPOSALS 


9. Remuneration of Potential Specialists——We now turned to 
our first major problem: that of determining the proper re- 
muneration for potential specialists after completing one year’s 
house appointments and before obtaining a post on the staff of 
a hospital. 

In framing proposals on this subject we have had prominently 
in mind the evidence about past conditions during the training 
period to which we call attention in Section 5 above. We are 
of opinion that in a public service intending specialists who do 
not possess private means should not be called upon to pass 
through a stage of comparative penury and hardship. Nor 
should they be tempted to spend too much time in supple- 
menting their income from other sources, such as coaching, 
when they could be more suitably occupied in their professional 
studies. Having regard to the career picture which we have 
drawn from the evidence, we consider that the medical practi- 
tioner, between the completion of his first house appointment 
and appointment to the staff, should be paid a salary which is 
not merely in the nature of a training grant but which reflects 
both the growth in his skill and the increasing responsibility of 
his work. . 

We have referred already to the lengthening of the period of 
training which is likely to be involved in the future organization 
of medical studies, and, in particular, we considered sympa- 
thetically the position of practitioners undergoing specialist 
training in those branches of Medicine which already demand 
an exceptionally long period of training, such as neuro-surgery 
and thoracic surgery. Moreover, whilst realizing the inadvis- 
ability of making it easier for individuals to prolong indefinitely 

their tenure of posts below those of full staff status, we think 
it necessary to safeguard the position of the fully trained 
registrar who is compelled to wait a limited time for a vacant 
staff appointment. At the same time we wish to emphasize 
that in our opinion all possible steps should be taken by 
encouraging the interchange of specialists between hospitals to 
minimize and equalize this unavoidable waiting period. 

We have thought it necessary for the purpose of our remit 
to relate proposed salaries during the training period to the 
various posts which are successively held prior to appointment 
to the staff. We realize that the nomenclature of these posts 
differs widely in various parts of the country, and we have 
thought it best-to define them by reference to the number of 
years after registration at which they are normally held. These 
appointments fall thus into three well-defined grades: 

(a) Grade III: posts obtained normally not less than one year 
after registration and held normally for one year only (e.g., senior 
house officer, resident medical officer, etc.) ; 

(b) Grade II: posts obtained normally not less than two years 
after registration and held normally for two years at the ages of 26 
and 27 (e.g., assistant, junior registrar, etc.); 

(c) Grade I: posts obtained normally not less than four years after 
registration and held normally for three years at the ages of 28, 29, 
and 30 (e.g., first assistant, chief assistant, senior registrar, etc.). 

These definitions avoid difficulties of nomenclature and are 
sufficiently flexible to admit of general application ; a longer or 
shorter time than that stated in the definitions might be spent 
in any of these grades. Nevertheless, by indicating a general 
standard related primarily to the length of time after registra- 
tion, the definitions have regard to age, which at this stage of 
the specialist’s career is a most important factor. 

In our view the appropriate salaries for these grades are as 
follows: Grade III, a fixed salary of £600; Grade II, £700, 
rising by one annual increment of £100 to £800 ; Grade I, £900, 


“ae 
rising by two annual increments of £100 to £1,100, ui 
tenure of a post in Grade I continues beyond three years 
salary should rise by a further increment to £1,200 in 
fourth year and remain at this figure in any. further years, lh 
recommending these salaries we have in mind non-resids 
posts ; where residential emoluments are received, an q 

priate sum would require to be deducted from the sa 

10. Range and Differentiation for Full Consultants —The 
second major problem to which we addressed ourselves Was to 
determine the total range of remuneration for consultants of fyj 
staff status, and to secure within this range sufficient differentig. 
tion of incomes to provide the necessary incentives, consis 
with the two principles referred to above—equality of statys 
between the various branches of specialist practice, and equality 
of status between teaching and non-teaching hospitals. 

11. The Lower Limit of the Range.—In discussing wha 
should be the lower limit of the range and remuneration fo, 
staff specialists, we took into account the effect which this 
figure will inevitably have upon recruitment. The adequacy 
of the remuneration for the first few years will more thaa any 
other factor determine the attitude of the practitioner who jg 
considering whether or not to embark upon the arduous path 
of specialization. As regards starting salary we agreed to recom: 
mend that on appointment to the hospital staff a specialist 
should receive £1,500 per annum, provided he has attained ‘the 
age of 32, which we think will be a normal age. 

In the exceptional case where a specialist is appointed to a 
hospital staff at the age of 30 or below we recommend that the 
starting salary should be £1,250, rising by annual increments of 
£125. It would follow that if a man were appointed at the age 
of 31 he would receive £1,375 on appointment, and £1,500 at 32. 
It may often happen that a specialist will not attain a staff 
appointment for some years after the age of 32. In that event 
we recommend that the hospital authorities should have free. 
dom to vary the initial salary of £1,500 by allowing up to 
four special increments of £125 each in respect of age, special 
experience, and qualifications. 

12. The Maximum Figure of Remuneration.—The statistical 
tables prepared by Prof. Bradford Hill show that it has been 
possible for a small proportion of practitioners in the past to 
obtain incomes of a very high order. Bearing in mind that 
the salaries we have recommended above would remove the 
hardships at present experienced during the period of training; 
that in a public service the specialist ought not at any stage of 
his career to require to supplement his earnings by private 
means ; that his remuneration will be maintained at a consistent 
level until the age of retirement is reached ; and that through- 
out his career the specialist will enjoy financial security in 
marked contrast with the uncertainties of private practice, we 
concluded that some reduction was justifiable not only in the 
ceiling figure of the incomes attainable in the past, but also in 


‘ the proportion of consultants attaining to the highest levels of 


remuneration. On the other hand, we would emphasize that 
if the best possible recruits are to be attracted to specialist 
practice there must remain for a significant minority the oppor- 
tunity to earn incomes comparable with the highest which can 
be earned in other professions. There is a further point ‘to 
which we attach great importance. We are convinced that the 
remuneration offered to specialists of exceptional ability must 
be sufficient not only to attract the most able specialists of this 
country to the public service but to maintain the position of 
British Medicine in a competitive market which includes the 
Dominions and the United States of America. 

After consideration of these factors we concluded that 
specialists of the highest eminence should be able, in the 
public service, to aspire to a remuneration of the order of 
£5,000 for clinical work. 

13. Differentiation within the Range.—We turn to the ques 
tion of what should be the spread of incomes within the range 
of £1,500 to £5,000, and of how such a spread could be real- 
ized. We are directly concerned only with what remuneration 
specialists ought to receive, not with the method of their pay- 
ment. On the other hand, the problems involved in determining 
the former cannot be wholly separated from the latter. We 
are satisfied that there is a far greater diversity of ability and 
effort among specialists than admits of remuneration by some 
simple scale applicable to all. If the recruitment and status of 
specialist practice are to be maintained specialists must be able 
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d. Where jo feel that more than ordinary ability and effort receive an 
Years the f adequate reward. Moreover, a reward which would be appro- 
00 in the | priate when these exist would be extravagant when they do not. 
years, Jy } jn consequence we are clear that any satisfactory system of 
N-residen: | remuneration must involve differentiation dependent on pro- 
AN appro. § fessional distinction. ae ; ; 
Salary, Acceptance of this principle without qualification would 
mtS.—The | jmply that age or length of service should not be a factor 
€S was to | which determines the remuneration of a specialist. On con- 
nts of fulj | sideration, however, we were agreed that after hissappointment 
ifferentia. | to the staff of a hospital, the specialist, although his training 
Nsistently js complete and he undertakes sole personal responsibility for 
Of status | the patients under his charge, continues for a number of years 
| equality to gain an increasing variety and width of practical clinical 
° experience which progressively enhances the value of his work. 
ing what | It seems to us, therefore, that, whilst age or length of service 
ation for | should not at any time during his tenure of a staff appointment 
hich this | be the sole factor determining remuneration, there should be, 
idequacy | during the earlier years, in addition to some means of recogniz- 
than any fing and rewarding exceptional individual merit, a uniform scale 
t who is | of annual increases in remuneration applicable to all specialists 
Dus alike. 
) ahs: We therefore recommend that the initial salary paid to the 
Pecialist | specialist on his appointment to the staff should be augmented 
ined the | by an additional £125 after each year of service, until a maxi- 
mum basic salary of £2,500 has been reached. We consider 
led to g | that beyond this point, which if staff status is achieved at the. 
that the | age of 32 would be at the age of 40, an automatic incremental 
nents of | basic scale of remuneration would be inappropriate, and re- 
the age muneration should cease to depend in any way at all upon 
0 at 32. | the length of service of the specialist. 
a Staff It remained for us to consider in what way a satisfactory 
it event | spread of incomes could be obtained in the higher age range, 
ye free. | and what should be the method of differentiation between 
up to | specialists to achieve this spread of incomes and to ensure 
special | that in the lower age range also outstanding ability should be 
rewarded by remuneration in excess of the basic incremental 
tistical | scale we have already envisaged. Although as we have said 
s been | we are not directly concerned with methods of payment, we 
past to | are clear that if the profession is to be satisfied and recruit- 
d that | ment maintained it is essential that a method of differentiation 
ve the | involving the selection of individuals for exceptional reward 
ining; | in respect of outstanding professional ability must command 
age of | the confidence of the profession. We have thought it right, 
srivate | therefore, to indicate the kind of machinery for achieving 
sistent differentiation which appears to us to be required. 
rough: We recommend that the task of selecting individual specialists 
ity in | Whose outstanding distinction merits additional reward should 
e, we J be in the hands of a predominantly professional body, and that 
in the | this body should be as detached as possible from individual 
Iso in § hospitals and particular localities. In our view it will be advis- 
els of | able to set up new and special machinery to undertake this task, 
: that | and we are satisfied that the most suitable machinery for the 
cialist | Purpose would be a national committee consisting in the main 
ppor- | of eminent members of the profession who from their own 
h can | knowledge or otherwise would be able to reach an authoritative 
nt ‘to | Opinion on the comparative merits of candidates. We recom- 
t the { mend that the constitution of this committee should be discussed 
must | With the Royal Colleges and the Scottish Royal Corporations, 
f this | and that the professional members should be nominated by 
n of § these. Colleges and Corporations. We suggest that the com- 
; the | mittee should also include a representative of the Universities 
and a representative of the Medical Research Council. 
that In our opinion this committee should be empowered to recog- 
the § nize special contributions to Medicine in the field of research 
r of § OF otherwise, exceptional ability, or any outstanding professional 
work (other than administrative) by the conferment on selected 
ues- | individuals of distinction awards in three grades. The first and 
inge highest distinction should carry with it an award of £2,500 per | 
eal: J annum by way of addition to the basic salary, the second an 
tion § ®ward of £1,500 per annum, and the third an award of £500 
Day: per annum. All specialists of staff status who ‘are engaged 
ring whcle-time in the publicly organized service should be eligible 
We & for these distinctions and for the monetary awards attaching 
and to them. Specialists of like status who are engaged part-time 
yme in that service should equally be eligible for these distinctions 
of and for the appropriate proportion of the corresponding 


ble 


monetary awards. 


We consider. that in order to preserve a proper distribution 
of incomes throughout the entire range of remuneration the 
number of distinction awards conferred should be a fixed per- 
centage of the total number of consultants eligible, and we 
recommend that 4% of all consultants eligible should be 
selected for conferment of the first distinction, 10% for 
conferment of the second distinction, and 20% for confer- 
ment of the third distinction. This will have the effect that 
approximately one-third of all specialists will receive more than 
the basic salary of £2,500. 

It appears to us that this method of securing differentiation 
would not only maintain a proper proportion of the higher 
incomes, but would have the advantages of providing sufficient 
incentives to stimulate effort and encourage initiative ; of hold- .« 
ing out opportunities of higher reward to all specialists alike, 
in whatever branch of Medicine they practise ; and, by throwing 
these awards open to specialists in all hospitals, of making it 
possible to maintain equality of status between hospitals and 
encourage a proper distribution of specialists. With this latter 
object in mind we would emphasize strongly that, whilst it 
would in our view be impracticable to distribute these distinc- 
tions on the basis of a specified quota for each hospital region, 
they should not be allowed to gravitate towards a few large 
teaching hospital centres ; and we wish to stress that, in making , 
awards as between those who on other grounds appear to have 
equal claims, regard should be had to the desirability of spread- 
ing such awards over the country, as well as over different 
branches of specialist practice. In recommending the above 
percentages we have had in mind among other considerations 
the importance of making possible such a distribution. 

14. Teaching—We did not regard it as within our terms of 
reference to make recommendations regarding the remunera- 
tion of specialists holding whole-time teaching appointments. 
We have, however, given thought to the general question 
whether the specialist undertaking teaching duties should 
receive additional remuneration in respect of those duties. We 
have stressed the importance of avoiding two different standards 
of specialist service in teaching and non-teaching hospitals, and 
this can only be done if equivalent clinical work at either type 
of hospital attracts equal remuneration. We desire, however, 
to place on record that we do not consider that equality of 
status between hospitals would be prejudiced if a combination 
of clinical work and teaching, undergraduate or posigraduate, 
professorial or non-professorial, attracted higher total remunera- 
tion. We are doubtful, indeed, whether it will be possible 
to secure the best men for teaching unless they receive higher 
total remuneration. We have no doubt that teaching is an addi- 
tional burden on the specialist, and calls for special aptitude 
and skill. In the future, as postgraduate teaching is extended, 
most hospitals will undertake a share of this work, and the 
proportion of specialists who would be eligible for additional 
emoluments for teaching would be correspondingly increased. 
We envisage, of course, that clinical teaching officers will be eli- 
gible for the special distinction awards referred to in Section 13. 

15. Part-time-—The above proposals regarding basic salaries 
relate to consultants who are engaged whole-time in a publicly 
organized service. We next considered the position of specialists 
engaged part-time in that service. In ovr view the responsi- 
bilities and commitments of a part-time appointment cannot be 
measured, in relationship to those of a whole-time appointment. 
simply by comparing the total working hours of the part-time 
officer with the total working hours of his full-time colleague. 
The specialist who holds a part-time hospital appointment has 
a continuous responsibility. for the patients in his charge, which 
must extend beyond the limits of the time he contracts to serve : 
further, he will be expected to take his share in the committee 
work of the hospital, and this must encroach upon time which 
would otherwise be spent in private practice. In assessing the 
remuneration which shall attach to part-time appointments such 
factors must be taken into account. 

On the assumption that a specialist in whole-time service 
would undertake a working week of 11 half-days we suggest that 
the part-time specialist should be required to devote to the 
service a specified number of half-days per week. On this 
basis of computation we recommend that where x represents 
the number of half-days per week which the part-time specialist 


is required to work, his basic remuneration should be = of 
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the basic remuneration of whole-time specialists of like status, 
1- 
plus one-quarter of = or one-quarter of —_ of that remunera- 


tion, whichever be less.* 

We envisage also that special circumstances mig‘)t arise 
where a rate of remuneration for part-time appointments 
higher than that recommended above should be applied, on 
a personal and in some cases temporary basis, to individual 
specialists. For example, acceptance of a part-time contract 
might depend upon uncertain prospects of building up or main- 
taining a private practice in a particular locality. -We recom- 
mend that hospital authorities should have freedom to offer at 
least temporarily a higher rate of remuneration for part-time 

. appointments where such special circumstances exist. 

16. Expenses, Superannuation, and Holidays.—There are 
three further points to which we wish to refer in order to avoid 
any possibility of misunderstanding. 

First, throughout our proceedings we have assumed that 
specialists engaged either whole-time or part-time in a publicly 
organized service will be paid any sums which represent 
expenses necessarily and reasonably incurred in the course 
of their work, and that these sums will be in addition to the 
salaries recommended. The Evidence Committee has brought 
to our notice a number of items of expense which must be met 
if the specialist is to perform his duties efficiently. These 
include car expenses; expenses of travel apart from the use 
of a car; the cost of renewal of instruments and other equip- 
ment; the cost of books and journals, preparation of scientific 
papers, and subscriptions to professional societies; printing, 
stationery, postage, and telephone costs; expenses of atten- 
dance at national and international professional meetings ; and 
the expenses of visiting hospitals and clinics at home and 
abroad, and entertaining visiting colleagues. 

The expenses might be refunded after they have been in- 
curred, or alternatively an appropriate allowance for expenses 
might be attached to the various posts held by specialists and 
consultants. If the latter course were adopted it would have 
to be realized that certain expenses would arise which had not 
been foreseen when the allowance was fixed—e.g., attendance 
at an international conference, and additional provision would 
have to be made in such cases. 

It is presumed that the Inland Revenue authorities would be 
prepared to consider favourably as legitimate allowances for 
income tax purposes any items of expense which had been 
approved by a public hospital authority. 

Secondly, in the above discussions and in the recommenda- 
tions which we have made, we have assumed that, as in private 
practice in the past, specialists will have themselves to provide 
by insurance against death and old age; in so far as this ceases 
to be the case adjustment would be necessary. 

Thirdly, in our discussions and the recommendations. we have 
made we have assumed that in a publicly organized service the 
specialist would be entitled to certain definite holidays, and 
would not be financially liable for providing a deputy. We 
would add that, in our view, apart from normal holidays, 
extended leave will in the interests of the service be necessary 
on occasion for study or research. 


SUMMARY 


17. Recommendatians and Conclusions——Our recommenda- 
tions regarding the remuneration of consultants and specialists 
in a publicly organized hospital and specialist service are, 
therefore, as follows: 

(1) Medical practitioners in training for the special branches 
of Medicine should receive (a) a fixed salary of £600 per annum 
during their tenure of those hospitals posts which are normally 
obtained not less than one year after registration and are 
normally held for one year only (e.g., senior house officer, 
resident medical officer, etc.; (b) a salary of £700 rising by 
one annual increment of £100 to £800 per annum during their 
tenure of those hospital posts which are normally obtained 
not less than two years after registration and are normally 


*The effect of this arrangement may be illustrated as follows: If 
a specialist engaged part-time in the service contracted to serve four 
half-days per week his basic remuneration would be £1,136, and 
if he contracted to serve seven half-days per week his basic 
remuneration would be £1,818. These figures are on the assumption 
that if engaged whole-time he would be receiving £2,500. 





held for two years (e.g., assistant, junior registrar, etc.); a 
salary of £900 rising by two annual increments of £199 to 
£1,100 per annum during their tenure of those hospital Posts 
which are normally obtained not less than four years after 
registration and are normally held for three years (e.g. firg 
assistant, chief assistant, senior registrar, etc.). If such a Post 
is held for more than three years the salary should rise by 
one further increment of £100 to £1,200 in the fourth year 
and remain at that figure in any further years. Note.—Thege 
recommendations relate to non-resident posts. 

(2) (a) A specialist appointed to the staff of a hospital at 
the age of 32 should receive a starting salary of £1,500 per 
annum. (6) A specialist appointed to the staff of a hospital 
at the age of 30 or below should receive a starting salary of 
£1,250 per annum. A specialist appointed at the age of 34 
should receive a starting salary of £1,375 per annum. (¢) Ip 
the case of specialists appointed after the age of 32 hospital 
authorities should have freedom to vary the starting salary of 
£1,500 by allowing up to four special increments of £125 each 
in respect of age, special experience and qualifications. 

(3) The initial salary of a specialist on the staff of a hospital 
should be augmented by an additional £125 after each year of 
service until a salary of £2,500 has been reached. 

(4) A national committee should be set up with the task 
of selecting individual specialists whose outstanding distinc. 
tion merits a higher reward than that which the above 
recommendations would provide. The constitution of this 
committee, which should be predominantly professional, should 
be discussed with the Royal Colleges and the Scottish Royal 
Corporations. The professional members should be nominated 
by these Colleges and Corporations. 

(5) This committee should confer distinction awards, in three 
grades, on selected specialists, in recognition of special contri- 
butions to Medicine exceptional ability, or outstanding profes- 
sional work (other than administrative). (a) Distinction in the 
first and highest grade should carry with it an award of £2,500 
per annum by way of addition to the salary recommended 
above ; distinction in the second grade an award of £1,500 per 
annum ; and distinction in the third grade an award of £500 per 
annum. All specialists of staff status should be eligible for these 
distinction awards. A specialist engaged part-time in the service 
on whom a distinction award is conferred should receive the 
appropriate proportion of the corresponding monetary award, 
(b) Four per cent. of all specialists eligible should be awarded the 
first distinction; 10% should be awarded the second distine- 
tion ; and 20% should be awarded the third distinction. Note, 
—This would have the effect that approximately one-third of 
all specialists would receive remuneration in excess of £2,500. 

(6) Specialists who undertake domiciliary visits should receive 
additional remuneration for this work. 

(7) (a) Where x represents the number of half-days per week 
which a part-time specialist is required to work, his basic re 


muneration should be = of the basic remuneration of whole- 
x 
i or 
one-quarter of aad of that remuneration, whichever be less, 
(b) Hospital authorities should have freedom in special .circum- 
stances to offer, at least temporarily, a higher rate of remunera- 
tion for part-time appointments than that recommended above. 
Note.—We have assumed (i) that a specialist in whole-time 
service undertakes a working week of 11 half-days; (ii) that a 
specialist engaged part-time in the service is required to serve 
a specified number of half-days per week. 

(8) All specialists engaged either whoie-time or part-time in 
the service should be paid, in addition to the remuneration 
recommended above, any sums which represent expenses neces- 
sarily and reasonably incurred in the course of their work. 

(9) All specialists engaged in the service should be entitled 
to definite holidays, and to extended leave when necessary for 
study or research, without being financially liable for providing 
a deputy. ¢ 

(10) It is not for us to make recommendations as to the 
amounts which should be paid for teaching, but we place on 
record our belief that in order to secure the right men it will 
be necessary for clinical specialists engaged in teaching, whether 
undergraduate or postgraduate, to receive increased total 
remuneration. 
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Taste 5—Net Incomes. All. Areas Combined—Men: Surgery, 
Medicine and Gynaecology combined Percentage Distribution 
Ages 
Net Income 
Under 35 35- 40- 45- 50- 55-59 
£ 
ys 28-4 7:7 5-3 2-4 4-3 2:1 
500- 21-6 14-2 71 48 7-0 13-5 
1,000- 22-5 16-4 13+3 13-7 14-8 11-5 
1'500- 12-7 18-0 14-2 15-3 15-7 | 22-9 
2,000- 78 13-7 14-2 12:1 9-6 10-4 
2,500- 3-9 14-2 14-2 10-5 5-2 14-6 
3,000- 1-0 4-9 8-0 10-5 12-2 3-1 
3,500- — 2:2 5-3 40 6-1 4-2 
4,000 + 2-0 8-7 186 | 266 | 25-2 17:7 
Total 100 100 100 100 100 100 
No. of men 102 183 113 124 115 96 
£ £ £ £ £ 
Mean income 1,160 2,066 2,744 3,170 2,858 2,705 
Lower quartile 450 1,150 1,450 1,650 1,450 1,450 
Median income 1,000 1,750 2,350 2,550 2,450 2,000 
Upper quartile 1,650 2,650 3,350 4,050 3,950 3,250 























TaBLeE 6.—Net Incomes. All Areas and All Specialties Combined 



















































































—Men : Percentage Distribution 
Ages All 
Net Income Ages 
Under 4 
35. | 35- | 40- | 45- | so- | 55- |60-+ l4o-sa] CO™; 
£ 
0- 198 | 6:4] 4-5] 1:6] 3-6] 5-6] 17-0] 3-2] 7:8 
500~ 26:9 | 17-3] 9-3] 10-3] 10-4] 17-4] 20-4] 10-0} 15-7 
1,000- 25-1 | 19-6] 17-5] 16-9] 20-4| 17-4] 16-3] 18-2} 19-2 
1,500- 14-1 | 17-9] 18-3] 18-5] 14-9] 20-8] 12-2| 17-3] 16-9 
2,000- 6-2 | 11-5} 16-7| 13-2] 11-3] 11-2] 10-9] 13-8] 11-7 
2,500- 4-8 | 12-3] 11-0] 10-7] 5-9] 10:7] 8-2} 9-3} 9-4 
3,000- 2-2 | 50] 7:3] 8-2] 10-4] 3-4] 3-4] 86] 5-9 
3,500- — 3-1] 4:5] 3-3] 5-4] 3-4] 4:8] 4-4} 3-4 
4,000 + 0-9 | 7-0} 11-0] 17-3] 17-6] 10-1] 6-8] 15-2] 10-1 
Total 100 |100 |100 100 |100 |100 {100 |100 | 100 
No. of'men 227 | 358] 246] 243] 221] 178] 147] 710] 1,620 
é £ £ £ £ £|¢£ £ £ 
Mean income 1,202 1,951 |2,363 |2,638 |2,492 |2,160 |1,739 |2,498 | 2,090 
Lower quartile 550 |1,050|1,350 |1,450|1,250|1,050| 750/1,350| 1,050 
Median income 1,050 {1,650 |2,050 |2,150 |2,050 |1,750 |1,450 |2,050| 1,750 
Upper quartile 1,650 2,550 |2,850 |3,150 |3,350 |2,550 |2,350 |3,150| 2,650 
TaBLE 7.—Females—Net Income. All Areas and All Specialties 
Combined 
Income Absolute Nos. at Ages 
£000’s | Under 35 | 35-39 40-49 50-59 60+ Total 
0- 7 16 22 6 2 52 
s wl 3 10 2 1 16 
2- aie 1 2 = ae 3 
i oad din 1 nS 
a ma mr = = = a 
ac ala We aa aod ek ee 
a a r= - ra sli die 
, & _ — — — am oman 
8- onl al anes pene che sie 
9- aed fod aa Sass saad AX 
10+ _ _ —_ _ _ — 
Total 7 20 35 9 3 74 
In conclusion we wish to record our appreciation of the work 


of our Joint Secretaries, Mr. T. B. Williamson, of the Ministry 
of Health, and Dr. D. P. Stevenson, of the British Medical 
Association. 








Drygrange Hotel, Melrose, has been bought by the Council for the 
Provision ‘of Rest-Breaks Houses for Nurses and Midwives and 
opened as a rest-breaks house for members of the nursing and mid- 
wifery professions. Purchase of the hotel is the first major expendi- 
ture in Scotland from the £1,000,000 South Africa Gift to Britain 
Fund. Drygrange Hotel is the second house of its kind to be 
opened in Britain. The other is Barton House Hotel, Barton-on-Sea, 
Hampshire, which was opened in April, 1947. These hotels also 
provide facilities for nurses recuperating from illness who need no 
nursing care, and both are open to Scottish and English nurses and 
midwives. Rest-breaks houses for nurses and midwives were started 
during the war to meet the needs of nurses and midwives suffering 
from “ overstrain.” They are run as hotels, with no restrictions, and 
are administered by the Council for the Provision of Rest-breaks 
Houses for Nurses and Midwives. 





The Training of a Doctor 


Sir,—The British Medical Association and Prof. Cohen’s 
Committee are to be congratulated on The Training of a Doctor 
—a valuable preliminary, in a stage of chaos, to medical educa- 
tional reform. In your leading article (May 29, p. 1033) you 
refer specifically to the recommendation that general medicine 
should be taught as “a basic clinical subject” and lend your 
support to the appeal for a renaissance of the general physician. 
As one who has advocated these things for many years and has 
urged a number of young men to make general medicine their 
field of practice instead of devoting their lives to an organ, a 
system, a diagnostic technology, or a particular therapy, I am 
naturally in full sympathy with the relevant sections both of 
the book and your leader. If anything I would have gone even 
further in urging that psychiatry and social medicine with 
medical statistics were not to be regarded as separate and addi- 
tional subjects calculated to embarrass the curriculum or to 
create a desire for more diplomas. In fact, they should contri- 
bute to the basic structure of general medicine ; unlike the 
technical specialisms they are a part of its bricks and mortar. 
The general physician who lacks good psychological training or 
insight, who: is not constantly alive to the part played by social 
influences in the aetiology of disease and in recovery from it. 
who is uninterested in the distribution, mortality, and morbidity 
of common diseases, and who cannot appreciate the uses of 
numerical data or criticize their faulty employment, is not fully 
equipped for his task. Human pathology is compounded, 
surely, of individual and social pathology—the latter a hitherto 
neglected science in the teaching of the schools and one having 
an importance to-day not less than that of morbid anatomy and 
physiology. Surrounded by appropriate texts in the ward and 
out-patient department the general physician can come to play 
a large part in the teaching of medicine not only in its individual 
but also in its social aspects. His teaching will often require 
the collaboration of the almoner as medical social worker. 
His students should learn how to take a systematic social history. 
His instruction should be related in various ways and run con- 
currently with a modernized course (replacing the more orthodox 
public health lectures of the past) in social medicine and hygiene 
and the applications of vital statistics; it should also have 
reference to current socio-medical research, in which general 
physicians themselves are now beginning to play a prominent 
part. These subjects have, in fact, a greater relevance to 
medical practice and philosophy than many of the specialist 
subjects and technical and laboratory skills which occupy so 
much of the present clinical period and which should, strictly, 
be the concern of postgraduate education. 

In order. among other things, to give the student further 
insight into the common disorders and diseases (which he rarely 
sees in hospital), into the methods and problems of family 
practice under good conditions, and into the personal health 
service of the mother and child, I have further suggested 
(Journal, May 22, p. 1003) the establishment as soon as possible 
of practitioner-staffed health centres in close functional relation- 
ship with all teaching hospitals. The general physician, at the 
hospital level, should once more make it his purpose to develop 
the fundamental disciplines of medical science and practice, to 
occupy his students’ minds with the principles of aetiological 
understanding and with diagnostic, prognostic, and therapeutic 
method. The general practitioner—given proper selection, 
training, opportunity, and associations—could provide a_ brief 
first introduction to the applications of these principles in situa- 
tions far different from those of the ward with its highly selected 
methods and material. These forms of instruction should 
become the essential preliminary and leaven to all the other 
clinical subjects and should equally inspire the early training 
of the family doctor and the specialist. As soon as possible it 
will be necessary for textbooks and examinations, both in the 
clinical subjects and in public health, to encourage and reflect 
these teaching reforms. 

While bedside pathology. physiology, and pharmacology— 
Lewis’s ” clinical science ”—have fully established their academic 
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claims and uses, a sound and critical clinical and socio-medical 
discipline need not, in fact, be any less scientific ; it should, 
furthermore, ensure a more judicial and humanistic approach 
to professional problems.—I am, etc., 

Oxford. JoHN A. RYLE. 


Sir,—The report of the Medical Curriculum Committee of 
the B.M.A. entitled The Training of a Doctor will surely be a 
disappointing document to all who are interested in the training 
of the doctor in midwifery. As my name is included in the list 
of those obstetricians (four in number) whose “ valuable help ” 
to the Committee in the preparation of the report is acknow- 
ledged in Appendix A, I feel that I must publicly state my 
disagreement with some of its main recommendations and make 
it clear that-the course of training advised by me as necessary 
in the memorandum submitted at the Committee’s request has 
not been accepted. This is of course not surprising, as the 
Curriculum Committee did not include even one obstetrician or 
gynaecologist, though it did include four surgeons, four physi- 
cians, one ophthalmic surgeon, one ear-nose-and-throat sur- 
geon, a paediatrician, and a professor of forensic medicine. 

In my opinion, and I speak as one who practised midwifery 
for 12 years in general practice and has been an undergraduate 
teacher of midwifery in medical schools for more than 20 years, 
the course in midwifery recommended, namely two months of 
clinical work including the time spent in deliveries, is quite 
inadequate to give the student the “ thorough basic training in 
general principles ” that the Committee’ considers necessary to 
“enable the practitioner to fulfil the requirements of the 
Medical Acts without taking a special postgraduate diploma ” 
(p. 87 of the Report). 

Has the Committee never heard of or seen the Interim and 
Final Reports: of the Departmental Committee on Maternal 
Mortality and Morbidity of the Ministry of Health (1930 and 
1932), the former of which contains a section on “ Medical 
Education in Obstetrics” ? If they have, they make no refer- 
ence to it and do not include it in the “Select Bibliography ” 
in Appendix B. Perhaps they preferred to ignore it because it 
recommended six months’ clinical training in obstetrics and 
gynaecology, during not less than two of which the student 
should reside in the maternity hospital or in special quarters 
adjacent thereto, and that at least two-thirds of this time, i.e., 
four months, should be allotted to midwifery. The sad part 
of it all is that the recommendations of the Departmental Com- 
mittee have had a great influence on the provision for training 
in these subjects and have been adopted by most of the leading 
schools and examining bodies. Now we apparently go back 
to the conditions of 20 years ago, losing all the ground for 
which enlightened teachers of obstetrics have fought during 
the last half-century. Better for midwifery if the B.M.A. report 
had never been published.—I am, etc., 

Watford Heath, Herts. F. J. BROWNE. 


Sir,—No one could fail to appreciate the fundamental sound- 
ness of the Report of the B.M.A. Medical Curriculum Com- 
mittee, or of your eulogistic leading article (May 29, p. 1033) ; 
nor could one deny the wisdom of the “renaissance of the 
general physician.” There is a considerable danger, however, 
that the pendulum may swing back too far, and that the real 
need that brought about specialization and specialists be too 
easily forgotten. Medicine has advanced very rapidly in the 
last twenty years, and it is a most exceptional intellect that can 
cover the whole field of medicine and do justice to each section. 

Although I have personally experienced the great benefit of 
adhering to general medicine for some ten years after M.D.— 
M.R.C.P. standard had been attained, yet I was equally con- 
vinced by later experience that a perpetuation of this general 
attitude is apt to seriously impair efforts to master, and retain 
an authoritative reputation in, any intricate and progressive 
specialty. The idea of relegating the specialist to the rarefied 
atmosphere of research is also, I believe, an error, even though 
he will inevitably make original contributions in the course of 
his work. The mature specialist has a very definite, place in the 
sphere of teaching undergraduates and postgraduates; and I 
have a very vivid and appreciative memory of one such 
specialist who refused to deal with any other type of case, and 
who loudly protested his complete ignorance outside his 
specialty (I believe without good grounds for so doing), but 


—— 


whose undergraduate pupils to-day occupy high places ip 
particular specialty in England and the Dominions.—I am, ete, 


London, W.1. S. LEONARD Simpson, 


Sir,—In the review of the Report of the Medical Curriculyp 
Committee entitled “ Medical Education : A New Approach» 
(May 29, p. 1040) I read that-“ the least suitable person to teach 
psychology is the old-fashioned member of the medica] 
of a mental hospital, whose experience is confined to abnormal 
psychology and almost entirely to the treatment of psychotic 
patients.” Such a prejudiced view seems hardly worthy of the 
authors of this stimulating Report. It just is not true that the 
medical staff of a present-day mental hospital is old-fashioned, 
I should not have been altogether surprised to find criticign 
regarding ultra-modern ideas, but to suggest that ment 
specialists are behind the times is patently false. 

The keynote at the present time of the professional outlog, 
in psychiatry is progress, and this is abundantly evident in the 
reports of work done and in the papers and discussions jp 
specialist circles. Psychiatrists have for long stressed tha 
psychology, in conjunction with anatomy and physiology, should 
be taught to all medical students. It seems strange that thos 
responsible for this Report should hold the opinion that the 
experience of those medical men and women who possess the 
D.P.M. is confined to abnormal psychology—a glance at the 
syllabus should be sufficient to change this opinion. It is, how. 
ever, certain that it is not possible to draw any real distinction 
between normal and abnormal psychology as contrasted in this 
review. 

Finally, surely it is time that the fallacy concerning mental 
hospital specialists’ experience being “confined almost entirely 
to the treatment of psychotic patients” was abandoned. It cap 
be stated without fear of contradiction that for the past twenty 
years more cases of psychoneurosis have been seen and treated 
in the out-patient clinics staffed by mental hospital psychiatrists 
than under any pther conditions, and that under the Mental 
Treatment Act a high proportion of the cases admitted to 
mental hospitals are not “ psychotic patients.” Please fet us 
agree that psychological medicine is a branch of general 
medicine and that psychiatrists are physicians first and mental 
specialists second.—I am, etc., 


Eastbourne, Sussex. W. GORDON MASEFIELD. 


Sir,—Having always taken an interest in medical education, 
it was with particular zeal that I studied the summary of the 
B.M.A. Committee’s report and recommendations for modifica- 
tion of the medical curriculum, and I am still trying to discover 
how the proposed medical training differs from my own training 
which commenced in London 20 years ago.—I am, etc., 


Wolverhampton. J. C. B. Bong, 


National Hearing-aid 


Sir,—May a hearing-aid wearer of many years’ experience 
supplement the views expressed in your correspondence column 
some weeks ago by commercial purveyors of hearing-aid 
(March 27, p. 619)? Mr. A. Edwin Stevens appears from his 
letter to imagine that sympathy with those whose hearing is im- 
paired—or, to use his phrase, “ emotional fervour on behalf of 
the deaf ’—will necessarily hinder good service to them. Dos 
he think that callousness on the other hand will lead to excellent 
service ? 

Every user of a hearing-aid who reads such an opinion wil 
call to mind painful experiences showing how surprisingly this 
view has become established in the showrooms of many of the 
leading makers of commercial hearing-aids. Here are a few: 


A wearer whose receiver had become detached from her heat 
band as she moved her head while addressing a large meeting cam 
to the maker and reiterated her previous request that headband 
and receiver should be firmly united. She was assured that if’ 
hearing-aid headband becomes thus detached it is quite easy t 
refix it without removing the headband. (A woman’s headband, 
being worn under her hair, is awkward to remove in_ public.) She 
summoned courage to challenge the salesman to attach a receive 
to a headband fixed on his own head, and only after he had spem 
some minutes in ineffectual attempts to perform this “‘ easy ” opeft 
tion did she succeed in persuading him to adopt her device to fi 
her headband more firmly to the receiver. 
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Again, a prospective purchaser is usually fitted with a commercial 
aid in a small room with no objective test (such as the use of a 
standardized clock) to enable the purchaser to gauge the amount of 
improvement in hearing secured to him by the aid. After a minute’s 
conversation assisted by an aid, he may slip it off and apologetically 
explain “‘ Yes, but I am so sorry, I can hear you like this perfectly 
well without the aid, so I cannot really judge how helpful it is.” 
There is no solution of this situation. ; 

Or the patient may produce his own clock. The writer has many 
times received back an instrument which, no doubt, the mechanic 
believed he had repaired, but on testing her hearing with it on her 
small portable clock, she has found that the clock is no longer 
audible at the same distance as before. It has happened that an 
accidental tap to the microphone has then revealed that the fault 
lay in the one part of the instrument that the mechanic had forgotten 
to test! 

To turn to Mr. Gee’s first point—the excellence of the post- 
war British commercial aids. Unfortunately, the single instru- 
ment with the microphone incorporated, now being so widely 
offered, is utterly unsuitable for female wear, as even the 
smallest is too heavy to be clipped to soft garments and is only 
suitable for a coat or waistcoat pocket. 

The handbag, for so long pressed on the woman wearer of a 
hearing-aid, is a device that inevitably leads to disaster to the 
woman who requires her hands. A little thought has led to a 
different method by which a woman wearer can forget that she 
is wearing an aid. 

The writer (who is no physicist) has naturally been able with 
years of experience to devise remedies also for certain other in- 
conveniences in the methods advised for wearing the current 
commercial instruments. She has taken pains to suggest to 
many makers (including the firm who supplied her own aid) that 
her devices should be offered to other clients, and has expressly 
renounced any wish for profit from them. Yet, though pro- 
fessional women have often exclaimed that these devices are 
exactly what they have often asked for in vain, never have they 
been proffered to them by the private makers. 

In short, the care and consideration and “ personal attention ” 
(to use Mr. Stevens’s phrase) normally available in the hearing- 
aid showrooms are about comparable to those of an optician (if 
such a person is conceivable) who should say to his client, “I 
have made you two beatiful lenses, but as for the question of 
the best way for you to wear them or what sort of frame you 
should use, you really cannot expect me to give attention to such 
purely mechanical matters.” 

It is unnecessary (though it would be easy) to adduce further 
examples from the experience of the writer and of her many 
partially deaf friends of the extraordinary lack of consideration 
of the needs of their clients by commercial makers of aids. It 
is clear that very great changes are required in the training of 
those who fit hearing-aids to new wearers and of those respon- 
sible for their maintenance. Surely there is good hope for such 
improvement as a result of the long thought and experiment 
given to this matter not by “the Government” but by the 

persons with highest qualifications as well as “emotional 
fervour” whom the Government has wisely invoked through 
the Medical Research Council.—I am, etc.., 


HEARING-AID WEARER. 


. Pain in Childbirth 

Sir,—In the correspondence regarding pain in childbirth little 
reference has apparently been made to the possible biological 
value of such pain. Eugéne Marais. the South African 
naturalist, has maintained that pain itself is the stimulus of the 
maternal instinct, just as scent in some animals and colour in 
others are the trigger stimuli for the operation of the sex instinct. 
“We find,” he says, “that birth pain is the key which unlocks 
the doors to the mother love in all animals from the termite 
to the whale. Where pain is negligible mother love and care 
are feeble. Where pain is absent there is absolutely no mother 
love. During a period of ten years’ observation I found no 
single exception to this rule.” (The Soul of the White Ant. 
p. 111.) He suppported this opinion by experimental proof with 
a herd of 60 half-wild Kaffir buck. In fifteen years he saw no 
instance of a mother refusing her young in normal circum- 


‘Stances. To six of them he gave an anaesthetic during labour, 


thereby abolishing the pain, and in all six the mother refused to 
accept the lamb of her own volition. In four cases he admini- 


stered curare, by which consciousness was partly paralysed 
but not destroyed : the mothers were in doubt for over an hour, 
and then three accepted and one refused the lamb. To prove 
that the refusal was not due to the anaesthetic itself he let six 
mothers deliver their young normally and immediately after- 
wards anaesthetized them for half an hour. In all cases the 
mother accepted the lamb.immediately she became conscious. 

It is obvious from everyday observation that -pain itself gives 
rise to physiological changes such as palpitation, sweating, and 
may even affect healing processes. There is some evidence to 
show that if pain is abolished under hypnosis the healing of a 
wound is accelerated (Lancet, 1917, 2. 678). There appears there- 
fore to be no a priori reason why pain in childbirth should not 
act as a stimulus releasing the hormones or whatever it is which 
is the physical basis of the maternal instinct. If these views are . 
correct they give support to those “ misguided ” mothers who 
prefer to have their babies without anaesthetic and to suffer 
the pain, claiming that it gives them more love for their off- 
spring. This is often regarded as pure masochism, a perverted 
pleasure in suffering pain, but it may have another explanation, 
being nothing less than a biological fact. In view of the im- 
portance of this subject both for individual and social 
psychology, the very perpetuation of the maternal feeling 
depending upon it, further scientific investigation of the matter 
in human mothers is obviously called for before we launch 
on a wholesale administration of anaesthetics, to determine 
whether in fact there is any diminution of maternal devotion 
resulting from the complete or partial administration of anaes- 
thetics in childbirth.—I am, etc., 


London, N.W.1. J. A. HADFIELD. 


Pulmonary Oedema 


Sir,—May I correct a statement in the penultimate paragraph 
of the leading article on pulmonary oedema (May 29, p. 1035) ? 
It reads, “In the latter connexion Daly has found that perfus- 
ing a heart-lung preparation of a dog with human blood causes 
the rapid development of severe lung oedema, though perfusion 
with horse blood keeps the lungs dry.”’ Your leading article 
associates this statement with my paper in Thorax, 1946, 1, 182. 
If reference is made to this paper in Thorax, it will be found 
that the experiments were not carried out on the heart-lung 
preparation but on perfused dogs. These animals were anaes- 
thetized and perfused in some experiments for as long as 8 
hours, during which time the respiratory centre remained active. 
This perfused living animal (P.L.A.) preparation differs in many 
respects from the heart-lung preparation, for the heart 
is functionally excluded and is replaced by two blood pumps, 
the one for perfusion of the whole systemic circulation, the 
other for perfusion of the pulmonary circulation. By these 
means the blood flow through each circulation can be separately 
controlled and the physiological responses. of each investigated 
without complications of changes in cardiac output. A full 
account of the P.L.A. preparation will be found in a paper by 
Daly, Elsden, Hebb, Luddny, and Petrovskaia (Quart. J. exp. 
Physiol., 1942, 31, 227). In this preparation Dr. Josephine 
Weatherall and I found that when horse blood is used as the 
perfusate the lungs remain dry, but when human blood (Group 
O) is used severe lung oedema occurs within fifteen to ninety 
minutes. Experiments of this kind, however, give no evidence 
that similar effects would be produced by horse and human 
blood on the lungs of heart-lung preparations. Such a result 
might be expected, but, as far as we are aware, the matter has 
not yet been put to an experimental test.—I am, etc., 


I. DE Burcu DALY. 
Waiting for Tonsillectomy 

Sir,—Mr. William Ibbotson (May 22, p. 1002) calls attention 
to the acute anxiety and distress of parents in regard to children 
whose tonsils cannot be removed because of the long waiting- 
lists for this operation at the hospitals. The waiting-lists are 
so long that “a desperate position has arisen.” 

I suggest that this intolerable anxiety of the parents (which 
is out of all proportion to the suffering of the children) can be 
greatly alleviated by reminding them that tonsillectomy has its 
dangers—e.g., it was estimated that in the days when the waiting- 
lists were shorter about 80 children lost their lives each year 
as a result of the operation. 


Cambridge. 
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Then there is a formidable list of unfortunate sequelae, includ- 
ing acute rheumatism, scarlet fever, diphtheria, mastoid disease, 
pneumonia, haemorrhage, poliomyelitis, neurosis, etc., in which 
the operation has been the exciting cause and from which 
recovery may be slow and incomplete. Lastly, there might be 
mentioned to the anxious parents the risk of local damage of a 
more Or less permanent kind—e.g., distortion of the fauces, loss 
of uvula, paralysis of palate, etc. 

By the time these possibilities are explained, the parents’ 
anxiety becomes more tolerable and they may even listen to 
advice about more conservative methods of dealing with tonsil 
trouble. 

Mr. Ibbotson’s reference to “the utmost importance that 
healthy growth should be encouraged and not hindered ”’ raises 
again the important question, Is there any proof that tonsils 
and adenoids retard physical growth or mental development 
any more than similar collections of lymphatic tissue,in the 
armpits or in the groins or in any other part of the body ?—I 
am, etc., 

London, N.8. 





R. P. GaRROW. 


, 


Ekectro-narcosis 


Sm,—Your report (May 29, p. 1044) of my lecture at the 
Royal Society of Medicine on May 11 contains four errors 
which call for correction. 

1.. The dose of atropine which I recommended was 1/60 gr. 
(1 mg.) and not 1/6 gr. (11 mg.) as stated. 

2. The statement “ . . . it was rare to give an application of 
less than 200 f/A for the last 30 seconds” should read “ for 
the first 30 seconds.” 

3. The sentence “In 8 cases of severe psychoneurosis there 
were two striking recoveries” gives a wrong impression, for 7 
out of the 8 patients recovered or were much improved, two 
being cited in detail. 

4. Mr. Grey Walter suggested that the term “ Electro-coma ” 
would be more suitable a title than “ Electro-narcosis,” a view 
with which I agreed. His reference to electro-delirium was 
scarcely meant to be taken seriously.—I am, etc., 


A. SPENCER PATERSON. 


Sir,—In the report (May 29, p. 1044) of the discussion on 
May 11 in the Section of Psychiatry at the Royal Society of 
Medicine at which Dr. Spencer Paterson showed a film of 
electro-narcosis, Dr. Gerald Caplan advocated a dose of pen- 
tothal 0.3-0.4 g. (with atropine) and of d-tubocurarine 12-15 
mg. before electro-narcosis. 


I have been collaborating with Dr. Spencer Paterson in such cases 
as anaesthetist for over a year, and I have found that while in E.C.T. 
pentothal 0.3-0.4 g.—with atropine gr. 1/60 (1 mg.) added—rapidly 
given, can be an adequate dose, 0.5 g. is usually more satisfactory, 
particularly in electro-narcosis. One has to remember that having 
allowed three minutes for the curare to take effect, the electro- 
narcosis will continue for another seven, and that before the total 
ten minutes has elapsed some patients may easily be sufficiently light, 
as regards the pentothal anaesthesia, to allow electro-narcosis to be 
remembered, if for some reason the current has intentionally been 
less than usual. I have known this to happen. In E.C.T. I usually 
give pentothal 0.4-0.5 g. (seldom 0.3 g.), and in electro-narcosis 
almost invariably 0.5 g., and I find that with the greater dose one 
obtains a better balance between the speeds of recovery of the 
pentothal and the curare. 

As regards curare dosage, I base this on 2 mg. of d-tubocurarine 
per stone body-weight, with a reduction in dose for fat patients. 
Any necessary alteration in dosage can be made at the second treat- 
ment, but this is usually slight and often unnecessary. Good cura- 
rization is shown by no more movement than slight flexion of the 
forearms, with no, or only very gentle, movements of trunk and 
legs. Laryngeal stridor is variable, but even with good curarization 
can be considerable, disappearing the moment the current is switched 
off. I have never found it to cause a loss of good colour with 
adequate manual ventilation. 

Where lack of movements, for cardiovascular or other reasons, is 
particularly desired, it seems wise to curarize to this extent, and no 
difficulty. on this account has been encountered in estimating the 
depth of the electro-narcosis. Apart from knowledge of the current 
being passed, the presence and amount of phonation (should it 
occur) is a useful guide to this. I have had but few cases where 
spontaneous respiration has not returned by the end of the treat- 
ment, and on such occasions I have seldom had to continue venti- 
lation for more than a minute or two. Most patients begin to 


breathe spontaneously during the course of the treatment. a, 
sometimes, even with good curarization, do not stop breathing 
entirely. i 
It can be argued that a test dose of curare is as n 
here as in surgery, but in psychiatric patients, where nery, 
ness, anxiety, and sometimes extreme uncooperativeness aye 
usual, such a routine is hardly practicable. The most difficyk 
type is the heavily built, thick-necked patient in whom ap 
uneventful recovery with a good colour is much more difficu} 
to achieve, even with every device for acquiring a good aj 
and of careful ventilation. In such, the possibility of broncho. 
spasm must always be Borne in mind.—I am, etc., 
London, W.1. STEPHEN COFFIN, 


Tolerance Limits to Radiant Heat 


Sir,—The article on this subject by Drs. D. L. Lloyd-Smith 
and K. Mendelssohn (May 22, p. 975) is to be commended ag 
another step towards providing proper physical data ang 
measurements for physical medicine in daily use for treatment, 
But, useful as careful measurement of the radiant flux of vari. 
ous apparatus is, it does not provide any justification for the 
inference in this article, particularly in the summary, that 
“under well-defined conditions, considerably higher intensities 
of radiant heat can be applied clinically than has beep 
customary so far.” 

It was common knowledge during the war that the old 
established practice of treating shock and other allied conditions 
by means of radiant heat cradles was often liable to exacerbate 
the condition rather than ameliorate it. By all means let us 
know what we are doing physically when we apply radiant heat 
or infra-red to a patient, but it is clearly of greater importance 
to ascertain whether there is any real biochemical justification 
for the widespread application of radiant heat and infra-red, 
and, if so, in what doses and for what conditions it should be 
used. Simultaneously, steps should be taken to ascertain 
whether heat applied by methods of conduction or convection 
are, or are not, better in their clinical results—I am. etc., 

London, W.1. ALFRED J. MaRrTIN. 


Anti-Rh Serum Nomenclature 


Sir,—The use of two nomenclatures for the varieties of Rh 
agglutinogens, the corresponding antisera, and the underlying 
genes by the two groups of scientists who have contributed most 
to our knowledge of this branch of serology is to be greatly 
deprecated. The use of both designations simultaneously, as 
proposed by the National Institute of Health in the United 
States, has not been accepted by either side, and Wiener has 
enumerated the reasons why he objects to this compromise 
(April 24, p. 805). Only a few of these objections are, however, 
justified. It is certainly a disadvantage that Fisher’s system does 
not make the relationship to the Rh factor clear by appropriate 
lettering. The “one-to-one correspondence” of genes and 
partial antigens is definitely hypothetical but not essential for 
the use of the nomenclature. 

As I have pointed out previously, the types of serological 
reactions need not be a mirror image of the antigenic structure. 
Instead of the three linked partial antigens there is a possibility 
of a single molecule with a common nucleus and three more or 
less different side chains. The genetic conception of Fisher may, 
however, gain support by a more detailed knowledge of the 
frequency of such mutations as could be explained by crossings 
over (Race). The designations of Fisher make easier an amplifi- 
cation for variants of partial antigens such as C, CW, CY, ete 
Thus new discoveries were easily incorporated into the Fisher 
system, while Wiener found it necessary to change his designa 
tions repeatedly. In addition, the use of such designations 4s 
Rh” with not an analogous meaning to Rh’ and Rh” & 
misleading. Essentially, however, both systems are identical, 
and a glance at tables in papers by Wiener, Race, Mourant and 
associates, or in Bessis’ monograph, will show that each designa 
tion in Fisher’s system has a synonymous one in Wiener’s, of 
vice versa. A compromise in the form of a synthesis is there 
fore possible by replacing the circle and strokes in Wiener’ 
system by Fisher’s lettering. 

We propose, therefore, that the phenotype be designated by 
the letters of the sera used in testing added to the statement 
Rh+. The principle is the same as that proposed by Murray. 
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i 
The commonly used sera are anti-RhC, anti-Rh?, anti-Rh®, and 
anti-Rh°. Thus Rh+CDE would mean a blood reacting with 
all the four above-mentioned sera ; Rh+CDEC would mean a 
blood reacting with the three first-named sera but failing to react 
with anti-Rh¢ ; while Rh+CDE would mean that only three 
sera were used for the tests. The genes could be designated as 


e . © : . 
RD, RD, etc. Reporting “genotypes” it should be always 


e ° 
stated whether the definite genotype was found out by family 
investigations or the most probable assumed because of its 
frequency. A serological “ genotyping” is only a theoretical 
possibility because six different sera would be necessary for this 
purpose, and even more if the five allelomorphs of C and the 
three of D are taken into account. The term Rh-negative 
should be used for the genotype rr only, which is a brief ex- 


c Cc 
pression for RdRd—the latter designation being thus un- 
e ¢ 


necessary—and can be ascertained by serological examination 
of the single blood sample alone. The use of the designation 
Rh-negative for all individuals failing to react with the anti- 
RhD serum ro in practice a danger. Thus individuals of 


Cc 
the genotype RdRd may form anti-RhP agglutinins and are 


e 
to be considered as Rh-negative when recipients or prospective 
mothers, but they may also initiate the formation of anti-RhC 
agglutinins and must be considered as Rh-positive when used 
as donors in blood transfusion.—I am, etc., 


H. S. BAar. 


Birmingham. 
Our Democracy 


Sir,—The strange antics of the last two Representative 

Meetings prompt certain reflections and invite certain questions 
on the nature and function of our democracy. In theory it is 
simple and direct and should lead to the desired result—that the 
electors should shape the policy by which their affairs are 
governed. Members of the B.M.A., being some 90% of the 
profession, are organized in Divisions which elect annually 
their own chairman and secretaries and other officers. Each 
Division elects annually one doctor for every hundred of its 
members to represent it at the centre, and these representatives 
together form the Representative Body (R.B.), which meets as 
a whole at least once a year and, in times of crisis, much more 
often. The R.B. elects its own chairman and officers. It also 
elects an executive committee, which is the Council of the 
B.M.A.. and a number of special committees. The Council has 
wide powers of executive action within the general framework 
of the policy laid down from time to time by the R.B. Thus 
the R.B. is close'y analogous to the House of Commons and the 
Council to the Cabinet. 
Probably most people will agree that this set-up is unexcep- 
tionable. Why, then, does it produce such odd anomalies as we 
have seen in the last two months ? (I must assume that most 
readers will agree that the products of the last two Representa- 
tive Meetings—March 17 and May 28—have been anomalous 
and, for reasons of space, must forbear to argue the point.) I 
suggest that the following factors are tending to dislocate cur 
theoretical democracy : 


(1) The rapid growth of the Association has played its part in - 


the process. This has resulted in overcrowding the Great Hall at 
B.M.A. House which cannot seat the 380 delegates in reasonable 
comfort. An enormous secretariat, almost like a Government de- 
partment, has grown up to cope with the Association’s business, and 
with It inevitably a powerful interest in certain aspects of policy. It 
is foolish to underestimate the influence which this great body of 
_— Officials is in a position to exert in the Association’s 
irs. 

Like the hall, the agenda is grossly overcrowded. It has become 
unwieldy—145 motions and amendments last week, not counting 
the supplementary agenda. But, because of the difficulty of hotel 
accommodation in London and other factors, we are still asked to 
deal with it in a single day. , Average: 20 motions per hour. Have 
you ever. been to a furniture auction? They reckon to average 
60 lots per hour! It has to be quick work—perhaps even slick 
—and one cannot blame the Agenda Committee for making some- 
what arbitrary arrangements and resenting frivolous suggestions from 
the body of the hall to alter the order of debate. 

(2) But the agenda technique is becoming something of a danger 
It makes all the difference to results what sort of meat you put 


before the R.B- in the. morning and what you, keep for theafiernoon, 
Who can say what might not rps rehedle on May. 28 if the 
proposal of Marylebone had been approved to deal:with the motions 
of censure upon the Council and the Journal before discussing the 
recommendations of Council ? Perhaps we should still be members 
of a free profession. ; 

(3) The platform presents a formidable obstacle to the inexperi- 
enced speaker. If he is a newcomer and unknown to the meeting, 
he may find it difficult to get an opportunity of addressing the hall. 
Taking his courage in both hands, he will give in his name to speak. 
He ‘will then join the queue and listen while more experienced 
speakers steal his thunder piece by piece, till his turn comes at last 
and he stands in awful isolation at the microphone, looking out 
over a sea of restless and inattentive heads and striving desperately 
to piece together a few significant fragments of his speech. He 
plunges into a sentence—then another—but the harassed chairman 
has forgotten to announce the speaker’s name and chooses this 
moment to shout it into his own microphone. At the end of his 
fourth sentence there are shouts of ‘“ mic,” and the speaker tries 
desperately to guess whether he is too near to the microphone or 
too far from it. He guesses right, and finds that he is fairly launched 
and that ideas are flowing freely into his mind, when the green 
light beside him changes to orange and he realizes that all these 
new thoughts that are at last falling so smoothly into place in his 
mind must be condensed into 60 seconds if he is to escape the 
chairman’s hammer. 

(4) No one likes to be censured, least of all a body of hard- 
working, honourable men like the present Council, who have de- 
voted hundreds of hours of unpaid time to a struggle to uphold 
the freedoms of our profession. It is a tragedy that none of us 
representatives realized this very obvious fact in time and had the 
sense to put down a simple motion asking for full information. In 
the face of harshly worded motions of censure the Council’s reac- 
tion was equally unfortunate, though humanly understandable. If 
only they had seized the opportunity to take the R.B. fully into their 
confidence and to explain fully and patiently the reasons which 
guided their actions and inactions in those two vital months, they 
would have done much to reunite the profession. Instead, they rose 
up one after another in the face of criticism and, almost defiantly, 
applied layer upon layer of rhetorical whitewash without imparting 
any information whatever—a great opportunity missed. Many of 
us came with good will and went away with the feeling that the 
criticisms which had been so freely expressed in our Divisions were 
not without foundation. 

(5) I submit that the duty of a representative is two-fold. First, . 
he is to keep himself informed so far as possible of the course of 
events and to present to his Division a balanced statement of the 
issue at stake, so that the Division may reach an informed conclusion. 

Secondly, he is entrusted—and this is a very honourable trust— 
with the task of making known to the R.B. the opinion of his 
Division. There is no need for redundant rhetoric. If he is satis- 
fied that his Division’s point of view has been adequately presented 
by other speakers, there is no need for him to waste the time of 
the meeting by repeating it. But he is not justified in suppressing 
his constituent’s views in order to avoid the odium which may 
attach to what he himself believes to be an unpopular subject. He 
must retain his critical sense, and watch that he does not become 
infected with hero-worship or mass hysteria, those curious emotions 
which are endemic in all large meetings. 

(6) Many representatives appear to come to meetings without 
discretionary powers. They have decided their votes on the major 
issues before they enter the hall. They are impervious alike to 
rhetoric and to new facts that may emerge in the course of debate, 
perhaps wholly unknown to the Divisions from which their instruc- 
tions derive. ' 

(7) One major criticism must be levelled at the representative 
system itself. It is so important that it probably accounts more 
than any other single factor for the recent debacle. Minorities are 
not represented at the Representative Meetings. What happens is 
that a Divisional meeting is called, often with an inadequately stated 
agenda, Of the 200 members 60 turn up. A resolution is carried 
by 40 votes to 20, and the representatives are directed to put it 
forward at the Representative Meeting as the opinion of their Divi- 
sion. The views of the 20 are not represented at the centre, and no 
steps are taken to find out the views of the 140 who did not come to 
the meeting. As a result the profession’s leaders in time of crisis 
are unable to count on the solid backing they need and deserve. 
They are aware all the time of a huge, unplumbed minority—it may 
even be a numerical majority—holding other views and not prepared 
to co-operate actively, and so they distrust the normal machinery 
of our democracy and have recourse to plebiscites. The pilot who 
cannot trust his charts must needs keep the leadsman busy. 


I offer this rough analysis of causes and invite your readers’ 
critical consideration of a problem which concerns us all very 
nearly. May I now suggest certain remedies ? 
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Overcrowding.—Since the hall cannot be enlarged, it follows — 


that the number of représefitatives muSt be limited ; and this 
can only be achieved by reducing the proportion of representa- 
tion, so that Divisions elect one representative for every 120 
members instead of for every 100. This would make proper 
seating arrangements practicable. 

The length of the agenda cannot properly be limited: There- 
fore the time allowed must be greatly extended. If necessary, 
the expenses of provincial representatives should be more 
liberally covered, and since hotel accommodation is so difficult 
-I would strongly commend the suggestion that we in the London 
area should offer, and obtain in our Divisions, hospitality for 
provincial members. No representative should have to come 
straight from a night train to attend an all-day meeting. 

The Agenda Committee is a very necessary body. Its consti- 
tution should be altered so that it derives at least half its 
membership from the body of the hall. 

The Secretariat.—The profession must look to the Council to 
see that no undue influence is exerted upon policy by the 
whole-time officials of the Association. 

The Platform—Many of the difficulties of speakers would 
disappear if more time and leisure were available and the rush 
and hecticness of proceedings were reduced. 

The Council—One is filled with admiration for the patient 
and conscientious way in which members have discharged their 
exacting and arduous duties. Many of us believe that they 
have made disastrous mistakes in the last few months. but we 
are insufficiently informed. Perhaps the most useful general 
suggestion one can make to them is that they should take the 
R.B. more fully into their confidence. Nothing can do more 
harm to the unity of the profession than an apparent attempt 
to blanket criticism. On the other hand, the R.B. should use 
more imagination and ask for information instead of putting 
down ill-informed motions of censure. 

The representative himself is a very responsible person. It is 
obviously very necessary that he should do his best to keep in 
touch with all the members of his Division, explaining major 

, issues to them and ascertaining their opinions. He is, surely, 
wrong to come to: Representative Meetings with a closed mind, 
slavishly bound to abide by the decisions reached upon incom- 
plete evidence at his Divisional meeting. He must make it 
perfectly clear that he will use his discretion in interpreting 
their views in the light of any new information that may come 
to him ; and if his Division does not accept that concept of his 
duty, he should resign. 

He will probably find that Divisional meetings will be better 
attended if more care and forethought are given to the prepara- 
tion of the agenda accompanying the notice of meeting. The 
choice of day and time is important. and in large and scattered 
Divisions it may be well worth while to hold group meetings 
at local focal points within the area instead of trying to assemble 
the whole Division at one place. Divisions should appoint 
deputy representatives and these should take part in local 
organization. 

Minorities—Some way must be found of securing representa- 
tion for the minority view. I believe the best plan is as 
follows : 


(a) Large Divisions with two or more representatives should 
charge one of them with the specific duties of ascertaining the 
views of substantial minorities and voicing them at the Representative 
Meetings. 

(b) Smaller Divisions should ask their representative to make sure 
that both views are presented, giving some indication of the size 
of the minority. 

(c) The Representative Body should appoint officially one or more 
“leaders of the opposition ” whose function is to assist representa- 
tives to give expression to views which are in opposition to the 
recommendations of the Council. . They should be entitled to 
attend meetings of the Council and to take part in its debates. 


Rhetoric is altogether out of place at Representative Meet- 
ings. We are a scientific body, concerned to find the truth. 
Why should we forsake the familiar methods of scientific 
approach when we come to discuss medical politics ?—I am, 
etc., 


Orpington, Kent. A. C. E. BREACH. 





- , Views of Marylebone Division 


Sir,—The remarks made by Mr. R. L. Newell about the 
Marylebone Division at the recent Representative Meeting diq 
not seem to me of much importance when they were made, byt 
now that they have been elevated to the prominence of a leading 
article (June 5, p. 1086) I hope you will allow some comment 
from one who has had the honour to be chairman of that 
Division for over two years. Mr. Newell speaks of “ the acute 
symptoms developed in the Marylebone Division.” To taj, 
thus of a policy which has been absolutely constant for over 
three years is as ridiculous as it is to suggest that Lord Horder’s 
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views could be “ warped ” by those of anyone else. Mr. Newel] . 


evidently wished to give the impression that there had suddenly 
sprung up in Marylebone a sort of hysterical condition that was 
at complete variance with the views held in the rest of the 
country. May I give a few examples to show how incorrect he 
is ? 

Over a year ago, when the Representative Body was con- 
sidering the Council’s motion to authorize negotiations with the 
Minister provided that further legislation was not excluded, only 
17 votes were cast against the Council ; these 17 included those 
of the 7 Marylebone Representatives. Dr. Dain has since stated 
publicly that he is quite certain that the Minister in accepting 
negotiations had not the slightest intention of amending the Act, 
More recently, when the Council were hastening their plans for 
the last plebiscite, our Division felt strongly that there was far 
too much haste and insufficient time for discussion. Those mem- 
bers of Council who come from Marylebone fought hard for 
some postponement, but the vote went against them. However, 
it was confirmed at the recent Representative Meeting that our 
view was held by a majority throughout the country, for a 
motion from Newcastle-upon-Tyne that the plebiscite was 
premature was carried—a fact to which no reference is made 
in your leading article surveying the meeting. 

We hold that “the freedoms of the profession are not suffi- 
ciently safeguarded.” It seems to have been overlooked that 
this was also the Council’s view. The fact that these most 
important words came to be tucked away in a long paragraph at 
the end of the document issued by the Council to every member 
of the profession can only have been by accident or design. If 
by accident, then a very serious error was committed ; if by 
design, then something much worse. So far from our policy 
being one of acute symptoms, I submit that it has been con- 
sistently directed to one end—the best possible National Health 
Service for the public and the profession. It is still the same, 
and it is not influenced by the fact that others may think we 
have gained a victory ; nor do we consider that because we have 
forced Parliament to take an exceptional course it is sufficient 
excuse to “call it a day.” 

So much for the past. What of the future? The more we 
may feel we have been weakened by over-hasty and ill-judged 
action, the more it is imperative that we should stand together. 
I am afraid it will not be long before the folly of these recent 
actions is manifest to all. We shall soon run into trouble. How 
we shall fight it, in our greatly weakened state, I cannot at the 
moment see; but, if we all stand together—those who agree 
with what has been done and those who do not—in the ranks 
of our Association, we shall fight it somehow.—I am, etc., 


R. HaALe-WHITE, 
Chairman, St. Marylebone Division. 


** The leading article referred to “the criticisms levelled 
against the Council and expressed in a motion which was carried 
deploring the holding of the April plebiscite.’—Eb., B.M.J. 


The Special Representative Meeting 


Sir,—As a representative of the Reigate Division I was asked 
to put before the recent S.R.M. two motions, one advocating the 
postponement of the appointed day; and the other expressing 
loss of confidence in the B.M.A. Council. Through no fault of 
my own, however, I was not allowed to bring forward: these 
motions on behalf of my Division, nor, although I gave my 
name to the chairman of the meeting and asked to speak, was 
I given the opportunity to make my points under cover of other 
motions. 
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a 
Had I had the opportunity, I would have drawn attention to 
the fact that, in the leading article of the B.M.J. of May 1 
839), a statement is made that the Representative Body voted 
in favour of the 100% issue. The fact is that at the S.R.M. in 
May, 1945, a resolution was carried to the effect that the Asso- 
ciation was willing to negotiate terms and conditions for 
a 100% service, provided that ample safeguards were intro- 
duced to ensure that any member of the community, whatever 
his income, should be entitled to obtain his medical service, in 
part or in whole, privately, as, for example, by grant-in-aid pro- 
visions. This, the policy of the B.M.A., has never been 
rescinded : I therefore hold that the B.M.A. is not in favour 
of an unqualified 100% service and that the leading article is 
isleading. 
Miner, my criticism of the Council is that, if the Council 
had studied the minutes of the S.R.M. of March, 1948, it should 
have realized that the resolutions carried at that meeting 
demanded the rejection of Mr. Bevan’s “ concessions ” as quite 
inadequate. Those resolutions requested ; 4) Postponement 
of the appointed day ; (2) introduction of a national health 
service by stages ; (3) no agreement as to terms by consultants 
or general practitioners until both sections were mutually 
satisfied ; (4) no penalization of doctors or patients who remain 
outside the National Health Service. Is it to be wondered, then, 
that I should feel that the Council has not carried out the policy 
of the Representative Body, of which it is the servant, and that 
as a representative my services are of no further value to my 
Division? I have therefore informed the secretary of my 
Division that, although recently re-elected, I feel I cannot attend 
the next A.R.M.—I am, etc., 
Dorking, Surrey. 


** The statement in the leading article to which Mr. Beare 
refers was as follows : “ We must, too, remind ourselves that 
the B.M.A. has declared its ‘ whole-hearted desire’ for a com- 
prehensive medical service available to everyone in Britain. 
The Representative Body voted in favour of the 100% issue. 
The following. recommendation by Council was put to the 
S.R.M. on March 17 this year, and was carried unanimously 
(Supplement, March 27, p. 49) : 

That the Representative Body, reaffirming the whole-hearted desire 
of the medical profession for a comprehensive health service, avail- 
able to everyone, urges that in the public interest such changes 
should be made in the National Health Service Acts of 1946 and 
1947 as are necessary to maintain the integrity of Medicine and to 
prevent doctors being turned into State servants, with harmful 
consequences to patient and doctor alike. The Representative Body 
therefore expresses the hope that the Government will make ‘it 
possible for the profession to co-operate by making such changes, 
and states its view that it is not in the best interests ‘of the public 
or of Medicine for members of the profession to enter the Service 
until such changes are made. (Our italics.) 

The “ample safeguards ” referred to in the resolution carried 
at the S.R.M. in May, 1945, have been granted : medical prac- 
titioners within and outside the National Health Service are 
allowed to conduct private practice. Since the S.R.M. in March 
this year, to which Mr. Beare also refers, the Minister of Health 
has made a number of concessions on and after April 7 which 
the $.R.M. on May 29 considered were sufficient.to justify the 
passing as a motion of recommendation A put before it by the 
Council (Supplement, June 5, p. 154).—Ep., B.M.J. 


C. E. BEARE. 


Trade Union Status 


Sir—Though it is quite unnecessary to reaffirm the adage 
that “ united we stand, divided we fall,” we seem as a profession 
and at this moment to be both divided and falling. Having 
recently sat through five hours of discussion on the N.HLS. 
among local practitioners, the only impression I came away 
with was one of complete and utter confusion. Something is 
very wrong indeed in a situation if, at this eleventh hour, such 
confusion exists. Surely we must have an entirely new concep- 
tion of unity if we are not to be picked off and enmeshed—still 
talking about freedom—by Mr. Bevan on July 5. : oe 

In these days of universal franchise the paradox is that indi- 
vidual freedom simply does not exist. We as a profession must 
either submit to the authority of the Minister of Health, or we 
must submit to that of our freely elected representatives. The 
Representative Body, as it is now constituted, has no real 


authority and therefore no real power, and no real status in Mr. 
Bevan’s eyes. The grave political blunder of the latest plebiscite 
would seem completely to have discredited those in control at 
Headquarters in the eyes of the rank and file, so that we are 
left with a headless body. 

Surely the most urgent and pressing need of the moment is 
an election of a fully representative body with complete 
authority of decision, the confidence of the profession, and full 
trade union status. Only such a measure can guarantee a satis- 
factory N.H.S. with acceptable terms of service and remunera- 
tion, and only such a body can hope to compete on equal 
terms with the present or any future Ministry of Health.—I am, 
etc., ’ 


Okehampton, Devon. E. P. JowetTT. 


Terms of ‘Remuneration 


Sir,—I should like to reinforce the arguments of Dr. Desmond 
Longford (May 22, p. 1004) regarding remuneration, though his 
figures are too favourable. If the ratio of population to general 
practitioners is 2,000:1, it follows that for each doctor who 
has a list of 4,000 (£3,332) three other doctors will have to 
oblige him by limiting their lists to approximately 1,400 (£1,362). 
These figures assume that everyone will choose his doctor by 
July 5, but a little thought will show that this is not to be 
expected. Many people are not doctor-conscious and will do 
nothing until they are ill and this type of person may easily 
total 40% at the end of the first year. 

The Ministry pamphlet “ Remuneration of General Practi- 
tioners,” April, 1948, states in relation to persons not on a 
doctor’s list that one-third of their money will be included in 
the pool. This amount obviously should be the whole, as it 
was in the panel days. The doctor who feels fairly sure of a 
list of 4,000 must reckon on the competition which will surely 
come when bronze plates appear around him bearing the names 
of starving practitioners from the seaside, where in many places 
the population is less than 1,000 per doctor. 

I think that these considerations should be submitted without 

‘delay to the economic expert who advised us on panel capitation 

fees in 1946. Doctors who have signed on the dotted line 
already would do well to send a letter making clear that their 
acceptance of the new Health Service assumes the implementa- 
tion of the Spens Report and disagrees with the Minister's 
remuneration.—I am, etc., 


Preston, Lancs. ROBERT SLATER, 


POINTS FROM LETTERS 


Extreme Disappointment 


Dr. F. O. TayLor (Coldingham, Berwickshire) writes : 
the amazing collapse ®6f the Association I have had to accept service 
under the new Act. But I have done so with reservations, which I 
have clearly stated on my Form E.C.16. I must record my extreme 
disappointment at the outcome of all our struggle and worry and 
expense of all kinds. We shall see within a short time that we are 
delivered defenceless to whatever system has been devised behind 
i of the National Health Service Act. Let’s all sing “‘ The 

e ag.” 


Owing to 


Standard Notepaper 


Dr. J. S. Laurie (Fitzwilliam, nr. Pontefract) writes: May I again 
use your columns to appeal to hospitals and private consultants to 
assist the general practitioner by using a standard size of notepaper 
which will fit neatly into the N.H.S. record envelope, which is the 
same size as the old N.H.I. model? It would present no difficuity 
for hospitals to order their stationery in what is known to printers 
as large post 6mo, either as folded: folio or cut single, which would 
provide large and small sheets to fit into a tidy file and prevent the 
ugly, untidy, bulging mass of assorted sizes of notepaper which dis- 
figure many of our record envelopes to-day. ... 


, Encouraging Absence from Work 


Dr. M. R. Soni (Manchester) writes: Many benevolent employers 
and corporations are in the habit of making up their employees’ 
wages to the normal amount during a period of illness. It is a nice 
gesture, _but as the practice in my opinion leads to prolonged 
absenteeisin it is time something was done about it. Lots of 
doctors’ time is wasted by issuing sickness notes to these well-to-do 
malingerers, and if the income tax authorities insisted on treating 
these payments as personal gifts the practice will soon stop. 
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. medical officers. He thus had a great share in the developmen st 
Obituary of social medicine in London. He remained in charge of the L. 
North-Western Division of the London School Medica} Service o1 
until his retirement in 1935. C. 
In the first world war he volunteered for active Service, ahd su 
C. S. THOMSON, M,D., D.P.H. was surgeon to an ambulance train in France. After his Tetire- ii 


Dr. Charles S, Thomson, who died at his home in Ayr on ™ent from the school medical service Dr. Sikes lived quietly ig | kr 


May 30, was medical superintendent officer of health in Belfast CO'wall, where he indulged his great love of gardening. Sikes j ne 
from 1928 to 1945. great mental gifts, combined with his pungent Irish wit, mage D 


him a most entertaining, if sometimes disconcerting, com. | pl 
panion, while many of his former colleagues remember yp. wi 


in 1908 and proceeding M.D. in 1912. Before coming to Belfast ostentatious acts of kindness arising from that warmheartedness b 
he held appointments as medical officer of health at Working- Which was another characteristic. Sikes married in 1902 M, 
ton, Cumberland ; Hyde, Cheshire; and Deptford, London. Maitland, daughter of Thomas Townshend Somerville, of | se 
He was a. Fellow of the Royal Institute of Public Health and Copenhagen, and had two sons, one of whom survives him. 
Hygiene, and a member of the Royal Sanitary Institute. When by 
he received the degree of doctor of hygiene at Durham Uni- —_——_—_—_— 

versity in 1938 he became the seventh person to hold that 

qualification. In 1937 he received the “Smith Award "—a Dr. ALEXANDER GiBB GLAss died on April 21 at Grantowp. 
bronze statuette of Hygeia—given triennially by the Royal on-Spey, Aberdeenshire, where he had been born seventy years he 
Institute of Public Health and Hygiene to the medical officer before and where his father had been Provost. He had returned 
of health who, in the opinion of the council, had in the dis- to his native town only two years before his death. Edy f cy 


charge of his duties been responsible for the most noteworthy eae eae oe a te Ediobargh University, wh — grade | fie 
° - i A., , where he took 
work in the department of preventive medicine. Dr. Thomson the M.B., Ch.B. in 1904.. He worked in South Wales for un 


Charles Samson Thomson was a native of Ayr, and graduated 
at Glasgow University in 1906, taking the D.P.H. and the B.Hy. 


served with the R.A.M.C. as a bacteriologist in the 1914-18 : , : ; est 
war, and in appreciation of his services in Salonika during the a, up public health nt me op be prococded MLD. cana in 


Balkan campaign the Greek Government awarded him the Order the D.P.H. in 1908. His first public health work was jp 
of Military Merit of Greece. Dr. Thomson was a lecturer in Roxburghshire, and after other appointments he finally became fol 
public health administration in the Queen’s University of in 1921 M.O.H. of Farnworth and Kearsley, Lancashire. Here bo 
Belfast, and contributed several papers on public health sub- there was much to be done, and he tackled it with zest. The | cy, 
jects which were published in professional journals. He was 1930 Housing Act gave Dr. Glass the authority he needed, and | jn 
known in public health circles in all parts of the British Isles, i Spite of much local criticism he condemned property and { ph 


Aas ae a . . cleared the town of slums. In 1941 he was a proud man 
and took an active interest in all branches of public health when he was able to‘record an infant mortality rate of 43 per 


work. He attended many health conferences, where he fre- 1,000, the lowest figure in the town’s history and lower than ] 
quently took part in the debates and discussions. He was a the average for England and Wales. In 1943 he retired after | M< 
fluent speaker and had the happy faculty of expressing his twenty-two years’ successful work in the town. Dr. Glass wa | Ste 
remarks in a humorous vein. He was enthusiastic in all his always efficient, but he had a very kindly manner, though his Hi 
work and did much to improve the various health services for kindness did not prevent his taking a firm stand for truth and § 2% 
Po | oo tas hated end piyeloal ealb-eing af too commen |i 

Dr. Thomson ae, eee of genial disp ee, kind and Glass had been a member of the B.M.A. for many years, and Pal 
considerate, and with an aptitude for making friends. He was  j.¢ was Chairman of the Bolton Division in 1934-7. He leava | bac 
held in high esteem by the members of. his health authorities 4 widow. to whom we offer sympathy in her great loss—J,M.§ § Jol 


and his colleagues. His retirement in 1945 was' marked by the ove 
presentation of an illuminated address by his staff in the Belfast Dr. WILLIAM ARTHUR BRUCE YouNG died at Market Drayton — 
Public Health Service. on April 24 at the age of 72. A graduate of Manchester a 


Mrs. Thomson predeceased him in 1944. His son, Dr. University, where he qualified in 1900, proceeding M.D. inf on 
Charles S. Thomson, is a graduate of Queen’s University and 1914, he came to Winchester in 1917 as medical officer of day 
holds an appointment as medical officer of health at Dereham, health, school medical officer, and physician in charge of th anc 
in Norfolk. His son and other relatives are assured of the deep egy eer ge ray a ang = cs work, and #4, 

a nee : ed hims - " r. Young never : 
sympathy of his many friends and ogo. = himself even hes he Rn Prneny A ey to ‘pert ae 
is duties on account of the asthma from which he was 

A. W. SIKES, M.D., F.R.C.S. one during the ~_ yates of his professional ™ = Br m 

: . ; oung was an extremely conscientious man. n the fever g 

Dr. Alfred Walter Sikes — d . vege gt = hospital he inspired seein in all his patients and was held his 
Co. Wexford, on July 9, 1869, and died at nis home at in the highest esteem by the matron and nursing staff. In thy S¢™ 
Portscatho, Cornwall, on May 25 at the age of 78. He was came way he was the friend of all the children he looked after [ 
educated privately and went to St. Thomas’s Hospital with an jn his school work. He was a good organizer and inspired§ late 
entrance scholarship. He proved to be one of the most brilliant both loyalty and affection in the members of his lay staff. He Tay 
students of that hospital, winning the Tite and Peacock scholar- was a well-read, cultured, and courteous man. His hobby wa bric 
ships and gaining gold medals in both the intermediate and the collecting of “ Baxter Prints.” Although professional wott§ he : 
final examinations for the M.B. He also held the Treasurer’s Claimed so much of his time yet he was able to take an activ) “He 
1. the Bristowe medal, and the medal in medicine. part in the affairs of the British Medical Association, of which the 
sagem M.D. in 1898, taking the F.R.C.S. in the same = pe Ay — for ———. gg ll Dexing this period for 

. — ee ee eck rs e held the following offices in the inchester Division:§ in 
year, and in 1900 he was medical registrar to St. Thomas’s. chairman, 1923-4 and 1934-5; honorary secretary, 1924-8 and ied 
He enjoyed a great reputation among his colleagues and the 4979-32- acting honorary secretary, 1933; and representativ™ He 
students, who regarded him with affectionate awe on account jn the Representative Body, 1939. Dr. Young retired in 194% the 
of his teaching capacity and mordant wit. After taking the to Market Drayton. Just before he died he was planning 0% out: 
M.R.C.P. in that year and the D.P.H. in 1901, Dr. Sikes took visit Winchester again for a short time to see some of his old pau: 
up the study of physiology at Marburg University, and after- friends. His passing will recall to those older practitioners #§ line 
P . . al lege. Winchester who were privileged to know him many memoris§ ese 

wards held the post of lecturer in physiology at King’s College, of his help and kindness. His marriage was a most happy om, 

London. He wrote a number of original articles on this sub- . g B. ppy pers 








ject which appeared in the professional and ee journals and he leaves a widow and a son.—R. H. B. grea 
t 1906, when he proceeded D.Sc., and 1908. : : ; 
"Sikes was attracted, Sh coer by the growing claims of social _ o— a of Soo. Bo oo som veg 
ici 4 in 1908 hee joined the late De. James Kerr in the “at 9% Sete Minces. A. native of Mortem ireland, ike Se 4: 
medicine, and in whey ° : others of his countrymen he studied medicine at Edinb is 
school medical department of the London County Council as [niversity, where he gained the Allan Surgical Prize and grade 2nd 
a part-time assistant medical officer. In 1912 he joined the ated M.B., Ch.B. in 1912. He was house-surgeon to droy 


whole-time service and became one of the original divisional Alexander Miles in Edinburgh Royal Infirmary, and there: wife 
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studied nidwifery at the Rotunda Hospital, taking the Dublin 
[.M. He served with a Highland Division Field Ambulance 
on the Salonika front in the war of 1914-18, and then settled in 
Carnoustie, where he had a large practice in the town and 
surrounding rural area, which occupied his whole day and often 
a great part of the night. Dr. McConnell was an excellent 
diagnostician, and his opinion, based on an intimate personal 
knowledge of the patient, was sound and accurate. His kind- 
ness to and consideration for his patients was boundless. 
During the recent war he never had a holiday. Even his great 
physique—he was an Irish rugby international forward—gave 
way under the strain and he carried on till he collapsed at his 
work. The whole community paid their last tributes in St. 
Stephen’s Church and at the graveside on April 27. He is 
survived by his widow ; by a son, Dr. Desmond McConnell, who 
served with the R.A.M.C. in the recent war and became a 
partner in the practice after demobilization a year ago; and 
by a married daughter, who is also a medical graduate.—R. C. A. 


Dr. ARNOLD WHITAKER OXFORD died on May 30 at the age 
of 93 after an unusual medical career. Dr. Oxford was born 
at Keynsham in 1854, and after graduating at Oxford University 
he was ordained in the Church of England. Interesting himself 
in social problems, after some years he became a medical 
student at Charing Cross and the London Hospital. He quali- 
fied L.S.A. in 1897, going on to take the M.B. of his own 
university in 1898 and proceeding M.D. a year later. He 
especially devoted himself to the reclamation of prostitutes, 
and took consulting-rooms in Bond Street with a view to heal- 
ing their bodies as well as their souls. At the same time he 
worked untiringly in the service of the Samaritan Free Hospital 
for Women, where he was for many years chairman of the 
board. During the first world war he went back to Charing 
Cross Hospital as an honorary resident medical officer, acting 
in that capacity from 1917 to 1924. As an all-round practical 
philanthropist his record will not easily be beaten.—H. R. 


Dr. JoHN MacMyn died at his home in Kirkcudbright on 
May 13 at the age of 85. A native of Bargrennan, Newton- 
Stewart, Dr. MacMyn received his early education at the Ewart 
High School. At Edinburgh University he graduated in 1884, 
and proceeded M.D. in 1890. He settled in Kirkcudbright 
immediately after qualifying. At that time there was no tele- 
phone, no hospital in the burgh, and no means of visiting 
patients in Twynholm or Dundrennan except on foot or horse- 
back. He started as an assistant to the late Dr. William 
Johnstone and had been in general practice continuously for 
over 64 years. In recognition of his devoted service Dr. 
MacMyn was made a freeman of the Royal Burgh of Kirk- 
cudbright on his eighty-fifth birthday—less than six months 
ago. It was said then that he had never taken a holiday except 
once in 1913 when he was away from his practice for three 
days. Dr. MacMyn will be greatly missed by his colleagues 
and his many friends and patients. His only son, Dr. David 
MacMyn, the former Scottish rugby international, will succeed 
him in the practice. 


Dr. JoHN HERBERT HANNAN died suddenly on April 7 at the 
age of 50. He joined the R.A.M.C. in 1939, but had to resign 


his commission on grounds of ill-health after only a few months’. 


service. 


Dr. Eric Coplans writes: John Hannan was the son of the 
late Herbert Hannan, a, consulting engineer. From Merchant 
Taylors’ School Hannan went up to Downing College, Cam- 
bridge. Qualifying from St. Bartholomew's Hospital in 1921, 
he studied in Vienna and Paris, working at the Pasteur Institute. 


“He ‘graduated ‘in 1926, and proceeded M.D. a year later. From 


the time of his appointment as registrar at the Soho Hospital 
for Women he devoted himself in the laboratory, theatre, and 
in practice to the study of women’s diseases. Much of his 
work is recorded in monographs and in the medical journals. 
He worked at the physiological laboratory (Middlesex), under 
the aegis of the B.M.A., on ovarian transplantation. Equally 
outstanding were his monographs on the flushing of the meno- 
pause, epinephrine sensitiveness at the menopause, and adrena- 
line effects at the menopause. He was the rare combination of 
research worker, pathologist, and surgeon, and it was only his 
persistent ill-health that prevented him from attaining the 
greatest heights in his profession. He was a fine classical 
scholar, a man of catholic tastes and culture, and of fearless 
outlook. We who loved him will remember him most of all 
for his courageous battle against his grievous ill-health, and for 
his utter unselfishness. He served throughout the London blitz 
and was wounded in the leg, concealing his injury till he 
dropped. It was during the Battle of Britain that he met his 
wife Monica, a trained nurse, who survives him. 


Medical Notes in Parliament 


RECOMMENDATIONS OF SPENS COMMITTEE 


The Minister of Health, Mr. Aneurin Bevan, and the Secre- 
tary of State for Scotland, Mr. Arthur Woodburn, on Friday, 
June 4, presented to Parliament the report of the Interdepart- 
mental Commitfee on the Remuneration of Consultants and 
Specialists. 

The Government has accepted the recommendations in 
principle. Announcing this in the House of Commons on 
June 3, the MINISTER OF HEALTH added: “ The task of evolv- 
ing from it the best scheme of actual remuneration, to suit 
all cases—and especially the hearing of the recommendations 
on remuneration for teaching duties—will be difficult and will 
require the help of the profession in discussion. I propose to 
begin this quickly, but whatever final scheme emerges will be 
deemed to operate from July 5, even if discussions carry us 
past that date. Meanwhile, interim contracts will be offered 
to specialists.” 

Appointed in May, 1947, this Committee, under the chairman- 
ship of Sir Will Spens, was asked to recommend what ought to 
be the range of total professional remuneration of consultants 
and specialists in any publicly organized hospital and specialist 
service. The Committee’s report is published at p. 1146 of 
this issue and is the subject of a leading article at p. 1140. 








; CRIMINAL JUSTICE BILL 


After a two-day debate the House of Lords, in Committee 
on the Criminal Justice Bill, deleted the clause inserted in the 
Bill by the House of Commons for the suspension of the death 
penalty for murder. The deletion was carried by 181 to 28. 
The House also authorized the retention of flogging as a penalty 
while debarring the use of the cat-of-nine-tails. 


NURSERIES AND CHILD-MINDERS 


In the House of Commons on May 28 the Nurseries and 
Child-minders Regulation Bill was read a second time without 
a division. Mr. JoHN Epwarps, for the Ministry of Health, 
explained that the Bill is to provide for the regulation of 
nurseries where children are looked after, either for the day 
or for the day and night during the working week, and of 
persons who for reward and in their own homes looked after 
children under 5 while their mothers were at work. He 
explained that registration and supervision would be limited 
to persons who minded children as a business and not to the 
relative or friend who looked after one or two children while 
the mother was at work. 


PURCHASE TAX ON DRUGS AND MEDICINES 


When the Finance No. 2 Bill was considered in Committee 
of the whole House on June 2, Mr. OSBERT PEAKE moved an 
amendment to Clause 19 (New Purchase Tax Rates). He said 
he did so to raise the whole question of the purchase tax on 
drugs and medicines and on the proposed discrimination for the 
first time between branded and proprietary medicines and non- 
branded and prescribed articles. His amendment proposed, 
along with subsequent amendments in the same series, that 
all drugs and miedicines of whatever character should be 
exempted from purchase tax. 

Before the introduction of the recent Budget, Mr. Peake 
said, all drugs and medicines were subject to this tax with the 
exception of certain costly or essential drugs which were 
exempted by Treasury Order. Under the Finance Bill some 
drugs and medicines were subject to 334% duty; but two other 
classes of drugs were exempted altogether. The container of 
an exempted drug or medicine might contain directions as to 
use, but it must not mention what the medicine was to be used 
for. To describe it as a cough mixture or a laxative would 
immediately render the goods liable to purchase tax. The name 
and address of the maker, seller, supplier, and distributor of the 
goods could be given if in letters no larger than the letters 
which gave the chemical formula. He gave examples of sub- 
stances which would be taxed and of others precisely similar - 
which would not be taxed. If a customer asked the chemist 
for a bottle of “California syrup of figs,” he would have to 
pay 334% purchase tax. If on the other hand he asked for 
“compound syrup of figs B.P.C.” he would escape purchase 
tax. He contended that trade marks, names, and brands pro- 
tected the public by being a guarantee of quality. The public 
were not familiar with the scientific names and designations 
found in the British Pharmacopoeia and were therefore liable 
to use the wrong remedy because in order to avoid tax the 
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label on the medicine must not say for what purpose the medi- 
cine was to be used. He had heard it said that some of these 
branded articles cost little to produce and were sold at exces- 
sive prices, but he believed that the customer was the best judge 
of what he wanted. 

Export Trade 


Mr. J. Lewis said proprietary medicines sold under brand 
or trade mark were manufactured not only for the home market 
but also for export. In 1947 these proprietary medicines were 
exported to the extent of nearly 425% of the 1938 value, and 
since then the target had been increased to a further 40% above 
1947. People who were accustomed to using branded articles 
would not go to the trouble of asking for the chemical equiva- 
lent. Chemists, however, would, when approached by a 
customer, say they had an equivalent compound which was 
not subject to purchase tax. 


‘Mr. TuRTON said that his constituents bought their medicines. 


at the local grocer’s. The Pharmacy and Medicines Acts, 1941, 
provided that if a medicine was sold without a proprietary 
designation it could be sold only by a qualified pharmaceutical 
chemist. The present Bill would ensure that country people 
who had to go to a grocer would pay 334% on all their medi- 
cines and would not be able to ask for petroleum jelly in place 
of “ vaseline ” because the grocers would not be allowed to sell 
it. Many branded medicines were used by panel doctors. 

Dr. BARNET Stross said Mr. Turton was mistaken in saying 
that panel prescriptions contained branded articles for which 
there were proper equivalents. A grave view would be taken 
if a doctor were to prescribe “ aspro” instead of aspirin. 

Mr. TURTON said the dispensing chemist for the panel had 
in the past used certain branded products because they were 
of a standard quality which he could not get if he was buying 
the formula under the B.P.C. A good example was “ dettol.” 

Mr. LINSTEAD explained that he was secretary of the Pharma- 

ceutical Society. He pointed out that the Bill did not attempt 
to amend the Pharmacy and Medicines Act, 1941, which had 
been an unsatisfactory Parliamentary compromise to decide a 
long-standing difference between chemists and grocers about 
the sale of medicines. There was nothing in the 1941 Act or 
in these proposals which prevented a grocer from selling a 
branded proprietary article. If a non-branded product con- 
tained a recommendation for use the grocer, under the Act of 
1941, could not sell it. However the trouble was approached 
the House came back to the fact that a purchase tax on drugs 
and medicines was taxation on sickness. In his No. 1 Order 
the Chancellor of the Exchequer had exempted a number of 
important drugs used in medicine, and in the Eighth Schedule 
of the present Bill he attempted exemption by class. In this 
Bill the line between taxed and tax-free medicines had been 
drawn on the basis of trade mark. A large number of trade- 
marked articles which were not advertised to the public and 
were normally sold only on medical prescription would be 
caught by the proposals of the Bill and would have to bear 
purchase tax. He did not believe it was beyond the wit of 
Treasury draughtsmen to extend the exemptions. Where a trade 
mark designated the whole of the products of a manufacturer 
then those products might be tax-free. Under the old Medicine 
Stamp Acts, if a medicine bore a clear indication that it was 
supplied for dispensing purposes only, that indication rendered 
the article tax free. 
* Mr. SKINNARD said some sections of the pharmaceutical pro- 
fession suggested that all medicinal proprietaries before being 
allowed to advertise should have to register. and the registra- 
tion certificate number should appear on every advertisement. 
This was the rule in some Continental countries. Under this 
system the only medicinal proprietaries on which purchase tax 
would not be payable would be those advertised exclusively in 
pharmaceutical and medical journals. The practice of relying 
on a trade mark to cure one’s ills without reference to a doctor 
was not one to be encouraged. 


Proprietary Preparations 

Mr. Orpacu said the Proprietary Articles Trade Association 
now posed as the protector of the public and expressed grave 
concern about possible damage to public health. The chief 
concern of ,the Proprietary Articles Trade Association was 
maintenance of profits for its manufacturing and wholesale 
members. The most important bulwark of the Proprietary 
Articles Trade Association was the Beecham Trust. He men- 
tioned “ MacLean’s stomach powder,” a preparation given to 
the world by a real chemist and exploited by a man who 
created a mushroom firm, touted his product from door to 
door, broke every canon of ethical trading, amassed a fortune, 
and made thousands of hypochondriacs. Preparations of that 
kind had no right to exemption. He was anxious, however, 
that the Chancellor of the Exchequer should protect legitimate 
medical products manufactured by people who spent money 


on research and advertised only to the medical, dental, ang 
veterinary professions. 

Mr. GAMMANS said the export trade in proprietary medic; 
was estimated to be worth, this year, £8,500,000. Surely 
could not afford to meddle with a trade which was so sy 
ful? These medicines sold abroad because their trade mark 
had been established in the home market. 

Mr. Douctas Jay, replying for the Government, said 
the clause did not raise the tax on anything. After the B 
proprietary medicines still paid tax at 334% as they did before 
The Government aimed at exempting medicines and drugs 
described in publications recognized as medical authorities ang 
including most preparations commonly used and of established 
value. Branded products were excluded from the list of exem 
tions not because they were without value but because their 
inclusion would free virtually all popular proprietary medicines 
from the tax and involve the Exchequer in a loss of revenye 
which at present it could not afford. The Government had 
already lost £4,000,000 by existing exemptions and would lose 
a further £10,000,000 if the tax were swept away altogether. 
Popular branded proprietary articles sold in many cases at 
prices 100% above similar unbranded ones. The price of 27 
tablets of “ aspro” was at present Is. 5d., of which about 244, 
was purchase tax. The price of non-branded aspirins was 1s. 04d, 
for 100 tablets. The Bill would take about 14d. off the nop- 
branded aspirins, bringing the price down to 1ld. He did not 
think this change would make much difference to the demand 
for “aspro.” Proprietary drugs which were essential and of 
medical value had already been exempted from purchase tax 
by the Treasury. An Order concerning them was made on 
April 1. It was the Pharmacy and Medicines Act, 1941, and 
not the present Budget which differentiated between the grocer 
and the chemist. Doctors would now be able to prescribe 
tax-free remedies for practically all ailments. Hospitals and 
institutions would be almost entirely relieved of the necessity 
to buy taxable drugs. The new exemptions enabled the house- 
wife to buy tax free the simple drugs for the family medicine 
cupboard. The House should remember that from July § 
everyone would be able to obtain free medicines prescribed 
by National Health Service doctors. 

Mr. STANLEY welcomed the relief that had been given, but 
regretted that a method of giving it had been adopted which 
appeared to be discriminatory. The result was that on the 
wrong side of the demarcation line there fell a number of 
proprietary articles which were recognized by the medical world 
as of extreme value. Vaseline was an instance. 

The amendment proposed by Mr. Peake was defeated by 
275 to 156 and the Clause was ordered to stand part of the Bill. 


Remuneration of General Practitioners 


On May 28 Sir Ernest GRAHAM-LITTLE asked whether 
Mr. Bevan knew that general practitioners felt misgiving at 
the arrangement made for their remuneration out of a central 
pool, the amount of which was variable and unpredictable; 
and whether he would apply to medical practitioners the system 
of payment in accordance with mutual agreements specifying 
fixed amounts. 

Mr. BEvAN: No misgivings of this kind have been brought 
to my notice and the second part of the question does not 


therefore arise. 
Dental Estimates Board 


Sir ERNEST GRAHAM-LITTLE also asked Mr. Bevan on May 28 
to name the chairman and members of the Dental Estimates 
Board ; and state what remuneration they would receive. 

Mr. BevAN gave the following information: Chairman, 
Mr. W. L. Boness, L.D.S., R.C.S., remuneration £1,900 a year. 
Dental members (whole-time), Mr. V. W. Humpherson, L.D.S., 
R.C.S., £1,650 a year; Mr. T. Leaver, £1,650 a year; Wing- 
Commander A. P. McClare, L.D.S., R.C.S., £1,650 a year; 
Mr. F. J. Marson, L.D.S., R.C.S., £1,650 a year. Dental mem- 
bers (part-time), Mr. W. Kelsey Fry, C.B.E., M.C., M.R.CS., 
L.R.C.P., F.D.S., £7 7s. a day; Mr. J. Lauer, L.D.S., R.CS., 
£7 7s. a day. Lay members (part-time), Mr. T. Allsop, J.P., 
£7 7s. a day; Mr. E. W. Spackman, £7 7s. a day. 


Reciprocity in Social Insurance.—Reciprocal arrangements have 
been made between the new schemes of National Insurance and 
Industrial Injuries Insurance in Great Britain and the corresponding 
schemes in Northern Ireland. Negotiations are proceeding with 
Eire, France, and the Isle of Man, and there have been preliminary 
discussions with Canada, Australia, New Zealand, and other Com- 
monwealth countries.- Mr. James Griffiths hopes shortly to carry 
these discussions further and also to approach the Governments of 
some other countries with which a basis for reciprocity in social 
insurance may be found. 
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INFECTIOUS DISEASES AND VITAL STATISTICS 


int below a summary of Infectious Diseases and Vital 
eistics in the British Isles during the week ended May 22. 


: incipal Notifiable Diseases for the week and those for the corre- 

Figures of prin year, for: (a) England and Wales (London included). (b) 

spo n (administrative county). (¢ otland. (d) Eire. (e) Northern Ireland. 

Lonieures of Births and Deaths, and of Deaths recorded under each infectious disease, 

ay fot (a) The 126 great a e ET and Ya — as: 
. ini ive county). (c e 16 principal towns in Scotland. 

(b) London es tal @ The 10 principal towns in Northern Ireland. 


incipal towns in Eire. r 
bs =f ay no cases; a blank space denotes disease not notifiable or 


no return available. 








1948 1947 (Corresponding Week) 





Disease (az) |®|O!l@M!) oO] @ 10H) O}1@! oO 


i - 65} 5} 30} 2) 2 
Cerebrospinal fever > 48 | ey 1 | 3 


Deaths 
Diphtheria. - he 7 a Ss 0 1 197 20 61] 28) 6 
Deaths oe 

ntery wi a 118) 32) 40,—| 1 47| 10} 15) — | — 
Deaths ws 

















a LL aL 
Encephalitis lethargica, , 
acute o* “— ~ 
Deaths iy 
Erysipelas an sa 244 10) 4 33} Of 4 
Deaths ‘se _ eit 








Infective enteritis of 
diarrhoea under 2 - 2 
years is “* 1. ‘a y i re ee ie 3 


Deaths 
11,677} 994) 251 “ 77 a 548) 141) 82) 21 
2 





Measles* 
Deathst 





Ophthalmia neonatorum 
Deaths os 


Paratyphoid fever 
Deaths sr 
Pneumonia, influenzal . . 628} 34 5 2 «65 557| 41 = 47.3 


Deaths (from influ- ‘ 
enza)t ae 


— 





a 


























Pneumonia, primary .. 201) 46 186| 20 
Deaths , 








Polio-encephalitis, acute 2j— 2 
Deaths 7 4 








Poliomyelitis, acute .. 20) 
Deaths§ ei 














Puerperal fever . . ‘ 
Deaths oni sll 








Puerperal pyrexial| ne 105 8} 20) —| — 135 _7 
Deaths va ne 








Relapsing fever 
Deaths a 








Scarlet fever 1,354] 105} 256} 37] 26] 982) 89) 141) 23 43 


Deathst 














Smallpox 
Deaths 














Typhoid fever .. 
Deaths 


— 
| 











Typhus fever .. “a _ a wert bees 
aths ia we 








Whooping-cough* 1,879] 226} 196} 50} 16 
Deaths - 15} 2 


Deaths (-1 year) ine 250 
Infant mortality rate 
(per 1,000 live births) 





2,680] 228] 44 at 14 
= 
3 67| 21; 12 416) 51i| 57) 25 9 





un mers nas 4,087} 688] 568| 165] 102] 4,402) 655) 615 170) 111 
12-8) 10-7 


Annual death rate (per 
1,000 persons living) 11-5} 10-3 
7,958|1318]1088) 465 255] 10,169 1568]}1261| 488) 295 
29-1 25-4] 30-8 





Live births ns a 
Annual rate per 1,000 
persons living at 22:0 
Stillbirths en e 196} 24) 27 261} 32) 36 
Rate per 1,000 total 
births (including 
stillborn) “s 
































24 | 28 








* Measles and whooping-cough are not notifiable in Scotland, and the returns 
imation only. 

Wy my dye oee conriet fever for England and Wales; London 
(administrative county), will no longer be published. 

tIncludes primary — = England and Wales, 

reland. : be 

rt Bn Pa or deaths from poliomyelitis and petie enema for England 
and Wales, London (administrative county), are combined, 

\| Includes puerperal fever for England and Wales and Eire. 


London (administrative 


EPIDEMIOLOGICAL NOTES 


Food-poisoning in Perthshire 


An outbreak of staphylococcal food-poisoning occurred on’ 
May 22 and 23, in Blairgowrie, Perthshire. In the forenoon 
of May 22, 90 trifles were made and sold ; the first few to be 
sold were eaten at the midday meal. Symptoms began to 
appear anything from half an hour to 7 hours (in one case 
15 hours) after the trifles had been eaten, the average. time 
for a series of 64 cases investigated being 44 hours. There 
was copious vomiting followed closely by uncontrollable 
diarrhoea and agonizing abdominal pain. In the more severe 
cases this continued for upwards of two hours, by which time 
the patients were completely collapsed and prostrated. The 
symptoms stopped as suddenly as they began, recovery being 
gradual over the next twenty-four hours. With the assistance 
of the firm’s employees as many as possible of the trifles sold 
were traced. Several samples were obtained, and in all of them 
Staphylococcus aureus, the only pathogen present, was abun- 
dantly demonstrated. The sponge-filling was the vehicle of 
infection and not the cream, to which suspicion had been 
attached at an early stage of the investigation. 


Discussion of Table 


In England and Wales a decrease was recorded in the notifica- 
tions of whooping-cough 437, scarlet fever 321, and measles 
202. There were small rises in the incidence of acute pneu- 
monia 17, diphtheria 15, and cerebrospinal fever 12. 

A decrease in the incidence of scarlet fever occurred through- 
out the country except in the south-western counties, where the 
incidence was unchanged, and in Durham, where there was 
an increase of 20; the largest decreases were Yorkshire West 
Riding 58, Lancashire 44, and Staffordshire 31. 

For the third consecutive week an increase has been recorded 
in the notifications of diphtheria; the largest rise during 
week under review was 10 in London. The local trends of 
measles showed considerable fluctuations. The largest decreases 
were Warwickshire 184, Surrey 159, Lancashire 127, Suffolk 
124, and Middlesex 93. The largest increases were Kent 133, 
Yorkshire West Riding 109, Staffordshire 73, and Gloucester- 
shire 71. A fall in the incidence of whooping-cough was fairly 


' general throughout the country; the largest decreases were 


Warwickshire 56 and Middlesex 52. 

An outbreak of dysentery affecting 9 persons was notified in 
Glamorganshire, Swansea C.B. The other large returns of 
dysentery were Lancashire 33 (Lancaster M.B. 13); London 32 
(St. Pancras 15); and Yorkshire West Riding 22 (Sheffield C.B. 
17). An outbreak of acute poliomyelitis involving 4 persons 
was notified in Merionethshire, Deudraeth R.D. The only other 
counties with more than one case of poliomyelitis were York- - 
shire West Riding 3, Lancashire 2, and London 2. 


In Scotland a small decrease was recorded in the incidence 
of infectious diseases ; the only exception was a rise of 49 in 
the notifications of measles. The decreases included scarlet 
fever 27, dysentery 19, acute primary pneumonia 18, and diph- 
theria 12. In Glasgow there were 13 fewer cases of dysentery 
and 21 of scarlet fever than in the preceding week. 


In Eire decreases were reported in the incidence of measles 
28, whooping-cough 23, and scarlet fever 10, with an increase 
of 17 in the notifications of primary pneumonia. A further 
20 cases of measles were notified from the outbreak in Wexford, 
Wexford U.D. An outbreak of whooping-cough affecting 16 
persons was reported from Waterford, Carrick-on-Suir No. 2 
R.D. 

In Northern Ireland a decrease of 19 was recorded in the 
notifications of scarlet fever and an increase of 9 for measles. 


Week Ending May 29 


The notifications of infectious diseases in England and Wales 
during the week included: scarlet fever 1,216, whooping-cough 
3,085, diphtheria 151, measles 13,468, acute pneumonia 579, 
cerebrospinal fever 40,:acute poliomyelitis 20, dysentery 122, 
paratyphoid 5, and typhoid 9. 








Dr. Mahmoud Erfan Bey, Professor of Medicine at Fouad I 
University, Cairo, is in Britain under the auspices of the British 
Council in order to meet British authorities on tropical diseases. 
Dr. Erfan returns to Egypt on June 18. 
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Temporary Suspension of Promotion to “ B2” Posts 

Exceptional measures have been found necessary to prevent the 
supply of general duty medical officers to H.M. Forces during the 
second half of 1948 falling far short of requirements. On the 
recommendation of the Medical Priority Committee, the Minister 
of Health has &sked the Central Medical War Committee to recruit, 
on the termination of A appointments, all young practitioners liable 
for military service who complete a six months’ tenure of these 
appointments during the six.months commencing July 1. Such 
practitioners will not be permitted to proceed to B2 posts but will 
retain the right to appeal against recruitment on the ground of 
conscience and to appeal for postponement of recruitment on the 
ground of exceptional personal hardship. A circular on the subject 
will be issued as soon as possible by the C.M.W.C. to all hospital 
authorities. 


Entering N.H.S. 

The Ministry of Health states that 10,459 general practitioners 
have joined the medical lists of executive councils in England and 
Wales under the National Health Service up to June 5. This 
compares with a total of 6,209 a week earlier. 


Florence Nightingale Hospital 

The Executive Committee of the Florence Nightingale Hospital, 
under the chairmanship of Caroline, Viscountess Bridgeman, D.B.E., 
arranged a cocktail party at Mrs. Kimber’s flat on June 2 to celebrate 
the exemption of the hospital from the National Health Service. 
Among the many guests there was one lady who was a probationer 
under Florence Nightingale. Several interesting exhibits were dis- 
played, including the draft in Florence Nightingale’s handwriting of 
the original regulations for the nurses who went to the Crimea with 
her. Their equipment was in each case to include a cotton umbrella 
and a carpet bag. One of the rules laid it down that nurses were 
“never to wear flowers or coloured ribbons.” There were also 
shown some case sheets dating from the time when the hospital was 
first opened in 1853. 


Prof. Spence to Visit Antipodes 

Prof. J. C. Spence, of the Durham University Department of 
Child Health, Newcastle-upon-Tyne, will leave England on June 30 
to visit Australia at the invitation of the Federation of Australia’s 
Postgraduate Committees. He will lecture in Sydney, Brisbane, 
Adelaide, Melbourne, and Hobart, and will attend the Australasian 
Medical Congress at Perth in August. In September he will visit 
New Zealand to take part in a symposium on child health and 
children’s diseases at Dunedin. : 


Vaccination Certificates for Travel 

The forms of certificates of vaccination and inoculation for travel- 
lers going overseas may be obtained from the Ministry of Health. 
A note about their being countersigned by a medical officer of 
health appeared in the Supplement of May 15 (p. 122). 


Golf Competition 

The annual competition of the Manchester and District Medical 
Golfers’ Association was held at Mere, Cheshire, on May 26. There 
were 96 competitors. Dr. J. Dalton won the challenge cup with 
a net score of 72. The captain’s second prize was awarded to 
Dr. P. C. Raftery. Dr. D. C. Racker received the Walter gold medal 
for the best gross score of 76, and Dr. J. Dalton the Walter silver 
medal for the best gross score of 82 from among those with handi- 
caps of ten and upwards. Club prizes were also won by Dr. J. J. 
Manning and Prof. A. D. Macdonald. 


Chelsea Physic Garden 

At the invitation of the chairman and members of the committee 
of management of the Chelsea Physic Garden, Feilows of the Royal 
College of Physicians and members of the Court of the Society of 
Apothecaries had an opportunity to view this historic place on 
June 3. In an interesting talk on its history Dr. W. S. C. Copeman 
said that it used to be the custom for the College and the Society to 
meet in the Garden once a year, the last occasion being 168 years 
ago. The Garden was founded by the Apothecaries’ Company at 
the end of the seventeenth century; the freehold of the Garden 
was transferred to it by Sir Hans Sloane in 1718. Dr. Copeman 
referred to the “ herborisings ” (botanical excursions) round London 
which the Society organized for more than 200 years. Among those 
associated with the history of the Garden is Linnaeus, who. visited 
Chelsea in the eighteenth century and persuaded Philip Miller, the 
gardener in charge, to adopt his system. 


——————__ 


Association of British Pharmaceutical Industry 

On June 1 the Wholesale Drug Trade Association, after eighteen 
years under its present title, adopted a new name. Many members 
had felt for a considerable time that the present name was inade. 
quate because it indicated wholesaling to the exclusion of manufac. 
turing activities. It was therefore resolved at the annual generaj 
meeting on April 7 to adopt a name which would more r 
convey to Government departments and other bodies the true 
of the Association’s interests. After careful consideration the title 
chosen was “ The Association of British Pharmaceutical Industry” 


Nazi Doctors Hanged 

Seven Nazi medical men, including S.S. General Karl Brandt, were 
found guilty at Nuremberg of war crimes including experiments 
on the inmates of concentration camps and were hanged on June 2. 


Closing of Members’ Common Room 

For the purposes of repair and redecoration the Members’ Common 
Room at British Medical Association House will be closed from 
Monday, June 21, to Saturday, July 3. During that period the usuaj 
luncheon facilities will not be available. 


COMING EVENTS 


Surrey Hills Clinic 

The Prime Minister, the Rt. Hon. C. R. Attlee, C.H., M.P., will 
open the Surrey Hills Clinic, 74, Tupwood Lane, Caterham, on 
Friday, June 18, at 4 p.m. 


British Association of Urological Surgeons 
The fourth annual meeting of the British Association of Urological 


Surgeons Home and Overseas will be held at the Royal College of: 


Surgeons of England, Lincoln’s Inn Fields, London, W.C., on 
Thursday, Friday, and Saturday, June 24, 25, and 26, under the 
presidency of Mr. A. Clifford Morson. The programme is as 
follows: June 24, 10 a.m., business meeting; 11.30 a.m., demon- 
strations by Prof. G. Hadfield of pathological specimens of urological 
interest, by Prof. F. Wood Jones, F.R.S., of anatomical specimens 
of urological interest, and by Mr. N. J. Nicholson, of radioscopy 
in nephrolithotomy. June 25, 10 a.m., discussion on “ Aetiological 
and Therapeutic Experiences concerning Stones of the Kidney and 
Ureter,” to be opened by Prof. J. Hellstrom (Stockholm) and sub- 
sidiary papers by Dr. Thompson Tait (Melbourne), “ Bilateral Renal 
Calculi,”” Mr. J. M. Ridley Thomas, ‘* Vesical Calculus in Norfolk,” 
Mr. N. J. Nicholson, “‘ Radioscopy in Nephrolithotomy,” Mr. L. M. 
Pyrah, “ Calcification of the Kidney in Pyloric Stenosis and Other 
Conditions,” and Dr. N. S. Conway, “ Urinary Citrate Excretion 
in Patients with Renal Calculi’”; 2 p.m., operating sessions and 
demonstrations at various London hospitals; 9:30 p.m., buffet-dance 
at Dorchester Hotel. June 26, 10 a.m., paper by Dr. Louis Michon 
(Paris), “‘ Repair of Exstrophy of the Bladder, with Restoration of 
Continence,” film by Mr. J. Cosbie Ross, ‘* Epididymectomy 
for Tuberculosis,” paper by Mr. T. J. D. Lane (Dublin), “ An 
Uncommon Bladder Condition emulating Carcinoma,” film by 
Mr. E. W. Riches, “ Radical Amputation of the Penis,” paper and 
film by Mr. Hamilton Bailey, ‘‘Some Urological Clinical Entities 
frequently Missed.” The annual meeting of the Section of Urology 
of the Royal Society of Medicine will be held at 1, Wimpole Street, 
London, W., on Thursday, June 24, at 2.30 p.m., when there will be 


a discussion on “ The Surgery of Urethral Stricture,” to be opened 


by Mr. H. L. Attwater, and at 7.30 p.m. the dinner of the Section 
will be held at the Royal College of Surgeons of England. Full 
particulars of the annual meeting of the association may be 
obtained from the honorary secretary, Mr. E. W. Riches, M.S. 
F.R.C.S., 22, Weymouth Street, Portland Place, London, W. 


British Rheumatic Association 

The first annual general meeting of the British Rheumatic Asso- 
ciation will be held at the Mansion House, London, on Thursday, 
June 17, at 3.30 p.m., when the Lord Mayor of London (Sir 
Frederick Wells) will preside. The speakers will be Dr. F. 
Hernaman-Johnson, Lord Horder, Lord Tweedsmuir, and Colonel 
M. Stoddart-Scott, M.D., M.P. An observer from the Ministry of 
Health, Dr. E. T. Conybeare, will be present. 


Royal College of Surgeons of Edinburgh 

Prof. René Leriche will deliver a lecture in the Hall of the College 
(18, Nicolson Street, Edinburgh) on Wednesday, June 16, at 5 
p.m. His subject is “ Experimental and Human Surgery of the 
Abdominal Aorta.” 


London Association of the Medical Women’s Federation 
A clinical meeting of the London Association of the Medical 


Women’s Federation will be held at the West Middlesex County 


Hospital, Isleworth, on Saturday, June i9, at 3 p.m. 
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Monday 


H UNIVERSITY: PHYSIOLOGY CLASSROOM.—June 14, 5 p.m. 
Bae olution of Medical Education in Scotland,” by Dr. Douglas 


Guthrie. 


MepIcaL S 
London, 


OCIETY OF LONDON, 11, Chandos Street, Cavendish Square, 
W.—June 14, 8 p.m. Clinical meeting. 


Tuesday 
TUTE OF DERMATOLOGY, 5, Lisle Street, Leicester Square, 
grant W.C.—June 15, 5 p.m. “ Diseases of the Nails,” by 
Dr. H. Corsi. 

NDON MEeEDIco-CHIRURGICAL SociETy.—At Royal Society of 
Wart ices, 1, Wimpole Street, London, W., June 15, 8.30 p.m. 
Cavendish Lecture: “ The Atom and its Energy,” by Prof. E. N. 

da C. Andrade, F.R.S., D.Sc., Ph.D. 


Thursday 
Society, Burlington House, Piccadilly, London, W., June 17, 

Ro p.m. Discussion: “ Analogues of Growth Factors in Rela- 
tion to Antibiotics.” To be opened by Sir Paul Fildes, M.B., 
B.Ch., F.R.S. 

Royat Society OF TROPICAL MEDICINE AND HyGIENE.—At 26, Port- 
land Place, London, W., June 17, 7.30 p.m. Annual general 
meeting. Presentation of the Chalmers Medals for 1941, 1943, 
and 1945. 8.15 p.m. “ Pulmonary Bilharziasis,” by Prof. M. 


Erfan (Cairo). 
‘Saturday 
LonDON ASSOCIATION OF THE MEDICAL WOMEN’S FEDERATION.—At 


West Middlesex County Hospital, Isleworth, June 19, 3 p.m. 
Clinical meeting. 





APPOINTMENTS 


STOKE-ON-TRENT: NORTH STAFFORDSHIRE ROYAL INFIRMARY.—Honorary 
Consulting Physician, A. Wilson Gill, M.D., F.R.C.P. Honorary Consulting 
Ophthalmic Surgeon, T. Aubrey Jones, M.R.C.S., L.R.C.P., D.O. Honorary Con- 
sulting Physician and Dermatetogist, J. Lindsay Boyd, M.D.Glas., F.R.C.P.Ed. 
Visiting Physician, C. H. Catlin, M.D., M.R.C.P., D.A. Visiting Paediatrician, 
D. C. Thursby-Pelham, M.R.C.P., D.C.H. Visiting Ophthalmic Surgeon, P. J. M. 
Kent, M.R.C.S., L.R.C.P., D.O.M.S. Visiting Dermatologist, E. M. Donaldson, 
M.D., M.R.C.P.Ed., D.P.H. 








BIRTHS, MARRIAGES, AND DEATHS 
BIRTHS 


Broughton.—On May 30, 1948, at Guy’s Hospital, London, S.E., to Josephine, 
wife of David H. Broughton, M.B., B.S., a daughter, 

Hamilton.—On May 17, 1948, at the Colonial Hospital, Port-of-Spain, Trinidad. 
to Menna (née Lloyd-Morgan), wife of Dr. Frank A. E. Hamilton, a son. 

Sheldon.—On May 27, 1948, at Westminster Hospital, London, S.W., to Beryl 
(née Stott), wife of Dr. J. V. Sheldon, a son—John Richard. 

Zinovieff,On May 21, 1948, at Roke, Benson, Oxon, to Joan, wife of Dr, A. 


Zinovieff, a daughter. 
MARRIAGES - 
Goulden—Macrae.—On April 17, 1948, at St. Andrews Church, Drumshcugh 
Gardens, Edinburgh, Captain Richard Patrick Goulden, R.A.M.C., to Mar- 
garct Fionnla Macrae, Q.A.I.M.N.S./R., daughter of the Rev, F. J. L. 
Macrae and the late Mrs. F. J. L. Macrae, 129, Comiston Drive, Edinburgh. 
Pringle—Childs.—On May 22, 1948, at Portsmouth Cathedral, Edward ,Pringle, 
M.B., B.Ch., of Wolverhampton, to Hanan Mary Childs, of Southsea. 


DEATHS 

Bailey—On May 27, 1948, at University College Hospital, London, W.C., 
William Arthur Bailey, M.R.C.S., L.R.C.P. 

Dougal.—On June 4, 1948, at The Private Patients’ Home, Manchester Royal 
Infirmary, Daniel Dougal, M.C., T.D., M.D., F.R.C.O.G., Professor of 
Obstetrics and Gynaecology, University of Manchester, aged 63. 

Dunlop.—On May 31, 1948, Thomas Dunlop, M.B., C.M.Ed., D.P.H., late 
M.O.H. for Torquay. 

Hatrick.—On May 31, 1948, at Surbiton, Charles Dainty Hatrick, M.D., formeriy 
of New Barnet, Herts, aged 72. 

Inness.—On May 30, 1948, at The Old Parsonage, Horwood, Bideford, Devon, 
William James Deacon Inness, C.M.G., M.R.C.S., L.R.C.P., late D.M.S.S., 
West African Medical Staff. 

Mooney.—Recently, at 98, Morehampton Road, Dublin, 

Mooney, M.B., B.Ch., F.R.C.S.I. 


Herbert Charles 





Oxford.—On May 30, 1948, at 10, Manchester Street, London, W., Arnold 
Whitaker Oxford, M.D., aged 93. 

Scott—On May 21, 1948, at Avonmore, Antrim, Northern Ireland, Thcmas 
Boyle Hill Scott, M.B., Ch.B.Ed., aged 73 

Sikes.—On May 25, 1948, at Porthcurnick, 
Walter Sikes. M.D., D.Sc., F.R.C.S., aged 7: 

Smith—_On May 26, 1948, at ** Delburn,” Bricke Road, St. Albans, James 
Johnston Smith, M.B., Ch.B.Glas. 

Spencer.—On May 30, 1948, at 144, Cornwall Avenue, 
Spencer, M.R.C.S., L.R.C.P. 

Thomson.—On May 30, 1948, at 24, Barns Street, Ayr, Charles Samson Thomson, 
M.D.Glas. D.P.H., aged 67. 

Tuke.—On May 25, 1948, at 12, Comely Park, Dunfermline, Alan Leonard 
Smith Tuke, M.C., D.L., M.B., C.M., F.R.C.P.Ed., youngest son of the late 
Sir John Batty Tuke. Edinburgh. 

Welsh.—On May 13, 1948, at Wahroonga, Australia, David Arthur Welsh, 
M.D., F.R.C.P.Ed., Emeritus Professor of Pathology, University of Sydney. 

Whitaker.—On May 12, 1948, Leonard Edgar Whitaker, M.R.C.S., L.R.C.P. 

Williams.—On May 30, 1948, William Roger Williams, F.R.C.S., of ‘* Morven,” 
Walton-by-Clevedon, Somerset, aged . 

Wilson.—On May 20, 1948, at 2, Kensington, 

Edward Wilson, M.D.Aberd. 


Portscatho, Cornwall, Alfred 


Blackpool, Sandy 


Bishop Auckland, Douglas 
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Correspondents should give their names and addresses (not for 
publication) and include all relevant details in their questions, 
which should be typed. We publish here a selection of those 
questions and answers which seem to be of general interest. 


Care of Teeth in Children 


Q.—I find that dentists frequently recommend parents to 
bring their young children aged 3-6 years to them to have 
the cavities of their temporary teeth. filled. They do so, I am 
told, in order to prevent decay starting in the permanent teeth 
when these come. Is this advisable, and is there any scientific 
foundation for doing so? 


A.—It is most important that children should have adequate 
conservative dental treatment to their temporary teeth. This 
is not for the reason given, but to prevent crowding of the 
permanent teeth due to early lcss of the deciduous molars, 
which is the commonest cause. The first tooth of the permanent 
series to erupt is the first molar, which erupts behind the . 
deciduous ones. The next permanent teeth are the incisors in 
front, which replace the deciduous incisors. If the temporary 
molars have been lost owing to caries the permanent teeth 
move in to fill the gap. There is then insufficient room for 
the canines and premolars, which erupt later, to come into 
proper alignment. 


Corrected Sedimentation Rate in Anaemia 


Q.—In anaemia the erythrocyte sedimentation rate is raised. 
Is there any simple calculation by which the sedimentation rate 
can be corrected in cases of anaemia to obtain a comparative 
value for a normal haematocrit reading without having to 
consult complicated charts ? 


A.—The relationship between sedimentation rate and erythro- 
cyte concentration is not a linear one, and no simple calcula- 
tion will “correct” for anaemia. One writes “correct” in 
inverted commas because the “correction” makes certain 
assumptions and is not entirely reliable. Nevertheless, Win- 
trobe (Clinical Haematology, 2nd edition, p. 322) finds that in 
practice the corrected figure is usually informative. The most 
satisfactory kind of chart to use is the one printed in Whitby 
and Britton’s Disorders of the Blood (Sth edition, p. 606), from 
which for a given haematocrit and sedimentation rate one can 
read off the corrected sedimentation rate and discover whether 
it is doubtfully increased, slightly increased, and so on. This 
introduces the right note of caution into the result and dis- 
courages the laying of too much stress on small differences. 


Treatment of Paget’s Disease of Bone 


Q.—Is there any recent treatment for Paget's disease of bone ? 
A female patient of mine, aged 60, has it in one femur, which 
is greatly bowed. The diagnosis has been confirmed 
radiologically. 

A.—The answer must unfortunately be “No.” There is no 
new treatment of proved value in relieving the symptoms of this 
disease. Many workers have claimed that Paget’s disease is 
one manifestation of hyperparathyroidism ; and Helfet (Brit. J. 
Surg., 1939-40, 27, 651) has further suggested that the hyper- 
parathyroidism may~be secondary to a retention of phosphates 
in the body. On this assumption he has advised treatment by 
small doses of aluminium acetate, which inhibits the absorp- 
tion of phosphatesefrom the intestine by combining with them 
to form insoluble aluminium phosphate, which is “excreted 
unchanged from the bowel, The theory underlying this form 
of treatment has not been proved, and, although promising 
results were claimed in a few patients, much further confirma- 
tion is required before the method could become widely 
accepted. Meanwhile some of the older forms of treatment are 
still in use, including “guttering” of the bone, deep x-ray 
therapy, and occasionally osteotomy. There is a tendency, 
however, to advise against any active treatment, particularly 
when the symptoms are not severe, in view of the uncertainty 
of the results, and because of the rare but definite complication 












1166 JuNE 12, 1948 


ANY QUESTIONS ? 





Britisg 4 3 
MEDICAL Journay 








of sarcoma following injury in these cases. See also the answer 
to a question on calcium metabolism in Paget's disease. in our 
issue of Jan. 24 (p. 183). 


Keeping Qualities of Glucose-saline 


Q.—What are the keeping properties of 5% and 20% glucose 
in normal saline? This is made up with pyrogen-free water and 
is kept in a sealed bottle of alkali-free glass after the usual non- 
caramelizing sterilization. 


A.—A solution containing these ingredients made up as 
described should keep, one might almost say, indefinitely, 
provided the sterilization has been carried out in the final 
containers, previously sealed; the closure must be perfect at 
the end of the process and remain so during storage. There 
is a requirement in the first Addendum to the British Pharma- 
copoeia, 1932, for sterilized water and physiological solution 
of sodium chloride, that if the closure is made with non- 
absorbent cotton-wool wrapped in gauze the contents are to 
be used within one month after preparation, but if kept in a 
container which is sealed by fusion of the glass or by some 
equally effective method they may be stored for “a longer 
period.” The same remarks could equally well be applied to 
solutions of glucose in normal saline. 


Comparison of Mortality Rates 


Q.—What are the mortality rates of the following diseases in 
the United Kingdom for 1925-7 and 1945-7: puerperal sepsis, 
heart disease, pneumonia, tuberculosis, cancer, Bright’s disease, 
diabetes, and pernicious anaemia ? 


A.—A comparison of the number of deaths from puerperal 
sepsis over the last twenty years cannot be made because the 
individual causes included under this heading were revised in 
1940 ; it is not possible to reconstruct the group from the sub- 
groups. Bright’s disease was not tabulated separately but was 
included under the heading of nephritis. 

In 1940 a change was made in the method of tabulating causes 
of death. Previously a rule of preference had been established 
when two or more causes of death were mentioned on the 
death certificate, but from 1940 the physician’s preference was 
used. This made a considerable difference to the number of 
deaths assigned to some causes. Factors have been found that 
will make a correction for this change of classification, and 
these must be used to get any comparison. The following rates 
may be of use. 


Crude Death Rates per 1,000,000 in England and Wales 




















Ratio for 
1925 1926 1927 OE | areceion 
Heart disease 1,647 | 1,659-| 1,835 | 3,354 0-994 
Pneumonia ar 951 828 948 521 1- 
Tuberculosis, all forms 1,039 961 972 615 0-974 
Tuberculosis,respiratory .. 833 771 791 515 0-969 
Cancer... ¥ -. 1 1,398 | 1,430 1,443 | 1,990 0-971 
Nephritis * 324 326 353 327 1-128 
Diabetes nh NE 112 115 126 106 0-689 
Pernicious anaemia »3 66 71 68 55 0-757 





the value by which the pre-1940 


The ratio for conversion is 
make them comparable with the 


rates must be multiplied to 


modern rates. 
Male Infertility 


Q.—(a) Where a fresh specimen of semen contains appar- 
ently normal numbers of spermatozoa, but completely non- 
motile, can any useful treatment be given? 

(b) What is the prognosis and treatment (if any) in a case 
of male infertility in which examination & semen (condom- 
collected) gave the following results? February, 1947: 24 
million spermatozoa per ml.; % motility nil; abnormal forms 
21%. November, 1947: 12.5 million spermatozoa per mi. ; 
% motility nil; abnormal forms 40%. The general health is 
good, and there is no genital abnormality. Is one justified in 
giving the patient hope, or should he be told that treatment is 
valueless ? 

A.—(a) It is first necessary to know how the specimen of 
semen was collected. Many cases of non-motility of the sperms 
are explained by the fact that the semen was collected in a 
rubber sheath—and sheaths, unless repeatedly washed, are 


likely to contain traces of chemicals used in their 
facture. Necrozoospermia is very rare and is almost al 
associated with other defects in the semen, reduction jp Dum. 
bers, high percentage of abnormal forms, etc. It woulg be 
advisable to have another specimen examined and to arrange 
for a more complete analysis. 

(b) Prognosis and treatment are always difficult when one ; 
ignorant of the aetiology of a disease, and as yet we have . 
little knowledge of the factors responsible for subfecundity 
The absence of any motility in the sperms may be i 
explained by the use of a condom for the collection of the 
specimen. It is likely, however, that motility and Viability were 
both reduced. In this case, therefore, we are dealing with 
oligozoospermia, reduced motility and viability, and an in- 
creased incidence of abnormal forms, especially in the second 
specimen. Should the patient’s wife conceive she would 
probably have a miscarriage. It would be a mistake to tell 
the patient that there is no hope, for fertility fluctuates in 
such cases and spontaneous improvement frequently occurs, 
A search should be made for a focus of infection anywhen 
in the body, and if found this should be treated. He might 
also be given very large doses of vitamin E and a course of 
some anterior-pituitary-like hormone. A more accurate Prog- 
nosis could be given if a testicular biopsy were carried out. 


NOTES AND COMMENTS 


Tecira Tummy.—Dr. G. BRoADBENT Li1BBEY (Newcas‘le-upon-Tyne) 
writes: Can anybody who was stationed in the Azores dur 
the war give any information on “ Tecira tummy ”—its clinical 
course, diagnosis, bacteriological findings, and treatment? 4 
young airman suffered from this in 1944; from his history the 
condition was not adequately investigated and treated. A few week 
ago he presented himself with a history of continued diarrhoea with 
loss of weight and energy; the only significant finding Clinically 
being the typical rope-like, slightiy tender, pelvic colon of chronic 
dysentery. Stools on culture have grown B. dysenteriae Sonne which 
persists after 40 g. of sulphaguanidine. It would appear that th 
two are related. : 


Legal Ownership of X-ray Films.—Dr. HELEN W. Rust (South 
port) writes: I was interested in your views on the legal ownership of 
x-ray films (“ Any Questions ?”” May 29, p. 1059). When I wa 
x-rayed in Prof. Schaul’s department before departing as a famule 
into one of Berlin’s greatest tuberculosis sanatoria, I was given th 
film without asking for it. When films are kept by the radiologisi, 
who can stop him from destroying them under the label “ lost” or 
“cannot be found,” etc., whenever he is accused of negligence? 
As long as the films can be produced when required the radiologist 
will always be able to defend himself, no matter who owns them 
Whenever the patient has difficulty in getting his films, there is 
always a reason for it. 


Corrections 


The date of the death of Dr. Peter Frankel was by error given # 
April 16 (Journal, June 5, p. 1113). This should have been April if. 


In the legends to the photomicrographs illustrating the paper § 
Dr. G. Harvey Smith (June 5, p. 1078) the magnifications of the 
two sections shown were omitted. Fig. 1 was x 260 and Fig. 2 x3 


Dr. J. Coutrs Mine (Singapore) writes: Possibly some zeale 
statistician has already drawn your attention to what appears ton 
to be an error in the annotation headed “ Poliomyelitis ’’ in 
Journal of March 27 (p. 608) in which Bradley and Gale’s survg 
of poliomyelitis in England is reviewed. The attack rate should, | 
think, read 18 per 100,000 in place of 3.8 per 100,000: The latte 
rate is that for 1938, the year of previously highest record 
incidence. 

[The figure given by Dr. Coutts Milne is correct, and we 
obliged to him for pointing out the error.—Ep., B.M.J.} 
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